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SURGERY 



TOPICS DIS 



ED IN THIS CHAPTER: 



General scheme 
Hernia "WQ" 

Oblique vs. Direct vs. Femoral hernia 
Umbilical hernia 
Complications of hernia 
Q+rangulated hernia 
Other types of hernia 



SCJHEME FOR WWTTB^ Q0EgTlOt& 



Definition 

■ Pathological 
- Clinical 

Etiology : 

■ Congenital or acquired 

■ Predisposing factors 
Pathology 

■ 9ac 

■ Content 

■ Defect 
Type : 

> External 

> Internal 
Clinical picture 

■ Precipitating factors 

■ Case (READ) 

■ Complications 

■ DD 
Investigations 

Pre-operative, for precipitating factors 
Treatment 

> Treatment of Precipitating factors 

> Surgery 

> Palliative 
If complicated: TTT. of the cause 



















INCIDENCE: 

I* Most common hernias are: 

- Inguinal hernia (1st) 

- Incisional hernia (2nd) 

- Epigastric hernia 

- Femoral hernia 

> Most common strangulated 
hernia is Inguinal hernia 

> Most Liable hernia for 
strangulation is Femoral hernia 

Neck of hernia sac: 

> Narrow : 

- Femoral hernia 
Para-umbilical hernia 

> Ill-defined : 
Incisional hernia 



EXPAN8ILE IMPULSE ON COUGH 



Why? 



8AC is continous with peritoneum 



When Hernia doesn't give expansile impulse 



Strangulated, Fatty hernia of linea alba, 
Large hernia (gives weak expansile impulse on cough) 



Other sacs with expansile impulse 



Laryngeocoele 
Pneumatocoele 
Meningeocoele 
Varicocoele 
Saphena varix 




Pathologically : Protrusion of a VI8C0U9 within a peritoneal 8AC 
through a DEFECT in abdominal wall 
Clinically: Painless swelling characterized by "READ" 

Reducible, expansile impulse on cough, on anatomical site of hernia, with a defect 



enou>Gtf 



pi. . _ , ■ CONGENITAL ... Congenital Inguinal , Congenital Umbilical hernia 
KredlSpOSing l-actors . ACQUIRED^INCIQIONAL: Paralytic (DIH after Grid iron incision. 

Kocker incision), Defective type 
■ ^Intra-abdominal Pressure... Chronic cough, straining, obesity 
Precipitating Factors ■ Weak anterior abdominal Wall .... Repeated Pregnancy, obesity 



Defect 
Sac 

Content 
Coverings 



CUBICAL PKJTUF5E 



Symptoms 



General 0/E 



LOCAL 0/E 



PAINLE88 8WELLING 
Characterized by "READ" 

■ Reducible, or gives history 
of reducibility 

■ giving expansile impulse 
on cough, 

■ On anatomical site of 
hernia, 

■ with a defect 



signs of 
mesenchymal 
weakness 
PPT factors 
complications 



1) Inguino-scrotal, Para- 
umbilical swelling 

2) Expansile impulse on cough 

3) Descent 

4) Reducible 



eJoMPuCAnoNS& t>D 



INVESTIGATIONS 



TKAtMeNt 



Hernia is a clinical diagnosis 
Investigations for the precipitating factors &■ Pre- 
operative^ ICXR, CBC, FB8, U/8, LFTs, KFTs) 



TTT of PPT factors 



Surgical Treatment For 
uncom plica ted cases 

T ~ 



TTT of Complications 



Herniotomy 



Herniorrhaphy Herniopiasty 



etoMPudAnotJg of mei^Iia 



IRREDUCIBILITY 



DEFINITION: Failure, of whole or part of hernia contents to return to abdomen 
ETIOLOGY: 

- MOST COMMON CAUSE: Adhesions between sac, Contents 

- Other causes: Adhesions between contents, Overcrowding of contents, 
Narrow Neck, Sliding Hernia, Ome ntum in sac 

TTT: Surgical repair as early as possible ... Q^^^JjE ( ma y lead *° strangulation) 



OBSTRUCTION 



DEFINITION: Occlusion of intestinal lumen without interference with blood supply 
CLINICAL PICTURE: 

- Abdominal colic, projectile vomiting, absolute constipation, distension 

- Hernia sac is Tender, Soft, Giving weak expansile impulse on cough 
TTT: Urgent Operation 



ATI ON 



www 

ETIOLOGY: 

- Inflammation of 8ac-> due to truss 

- Inflammation of Content-^ appendicitis, Meckel's diverticulitis 
CLINICAL PICTURE: 

- FAHM, Pain at site of swelling 

- O/E: hernia is red, hot , tender, giving expansile impulse on cough 



If due to truss-> Remove truss, give NSAIDs, Elective repair 
If due to appendicitis -> Appendectomy, Hernia repair 

DEFINITION: Omentum obstructs opening of sac, only fluid passes to sac 
CLINICAL PICTURE: Cystic, Translucent, Inguino-scrotal swelling 
TTT: Excision 



HYDROCELE 



Hydrocoele occurs in INGUINAL, 
FEMORAL hernia ...Bui NEVER occurs 
in epigastric &■ umbilical hernia 



OTHER COMPLICATIONS: 



Rupture of hernia sac 
Torsion of the omentum 
Sliding 




1MCIDE14CE 



■ Interference with blood supply of contents leading to 
gangrene within 4-6 hours 

Most common cause of intestinal obstruction 

Most common hernia to be strangulated-^ Inguinal hernia 

Most Liable hernia to be strangulated-^ Femoral hernia 

Most common contents to be strangulated -> Small intestine.. Omentum 



y Sharp edge of defect 

M Narrow neck in relation to large content 

y Irreducibility -> Obstruction -> Inflammation 



PATHOUOGV 



y Constriction Bands of adhesions, defect 
y Obstruction of vein, artery ... f <m>.» , fii , 
y Sac-> Distended & Loses its luster 
y Covering-^ Inflamed 



8YMPT0M8 

History of painless swelling which becomes painful (Colic & Stabbing) 
Picture of intestinal obstruction-^ 

Abdominal colic + Projectile vomiting + absolute constipation + Distension 
GENERAL EXAMINATION 
Bad general condition 
Shock 
LOCAL 

Swelling with] 

Irreducible, if^l^ . Tender, Shows 



NO EXPANSILE IMPUL SE ON COUGH 
TENSElBEiKilSBrasUDDEN ENLARGEMENT 



PRE-OPERATIVE 



RESUSCITATION 
RYLE, LINE, CATHETER, 
FLUID, MONITOR 



INTRA-OPERATIVE 



General anesthesia 
Viable vs. Non-viable 

intestine 
Deal with contents 
Herniotomy , 

Herniorrhaphy 
Closure 



POST-OPERATIVE 



Sedation 
NPO 

Ryle suction + IV 

fluids 
Antibiotics 
Drains 



TI^EArME^Ir of ^rn^Al4C^(AATBt> HekiM 



RYLE. LINE, CATHETER, 
MONITOR 

EI RYLE: 

■ Prevent vomiting 

■ Prevent Aspiration 

■ Prevent post- 
operative paralytic 
ileus 

■ Asses amount of fluid 
loss 

■ Aspirate toxins 
CANNULA 

■ IV fluids 

■ Blood transfusion 

■ Pre-operative 
medications 
"morphia &■ 
Antibiotics" 

CATHETER 

■ Detection of urine 
output/hour 

MONITORING of Vital data 

■ Pulse, BP, 
temperature 

■ Urine output 



poSr-opewtnVfc 



General anesthesia 

Wide exploratory incision 

Open the sac, evacuate it from toxic fluid before 
division of constriction ring, grasp the intestinal 
loop & examine it (Viable vs. Non-Viable) 
Then Deal with contents : 
/ 



oMe*1tOM 



EXCI9I0N 



Sedation 
NPO 

Kyle suction + IV 'fluids 
Antibiotics 
Drains 



Viable 



Reduction 
of hernia 



-Viable 



SMALL. ifhESTlNE 





color 


pink, red 


black 


luster 


+ ve 


-ve 


palpation 


firm with 
good tone 


floppy, soft 


Pulsating, 
contractile 


non pulsating, 
Non contracting 


if injured 


bleeds 


NO bleeding 



lARCSe w4tes»ti*Se 



I 

RE9ECTI0N & 
ANA9T0M09I9 












Do Herniotomy , Herniorhaphy but NOT 
Hernioplasty , Then closure in layers 



Intra-operative lavage then 
Resection & Anastomosis 
Exteriorization of both ends 
from other incision & 
Anastomosis is done later 
after Improvement of general 
condition 

(Low residue diet + enema 
+ flagyl + neomycin) 



OBLIGUE INGUINAL HER 



Definition 



Incidence 



DIRECT HERNIA 
LATERAL MEDIAL 



F 



FEMORAL 
HERNIA 



Pathologically Protrusion of a VI9COU9 within a peritoneal 8AC through a DEFECT in 
abdominal wall 

Clinically Painless swelling characterized by "READ" 

Reducible, expansile impulse on cough, on anatomical site of hernia, with a defect 



MOST COMMON HERNIA 



Young age, Male 
RT side > LT side 



Old age 



Young age 



3rd common 
Female, 20-40 yrs. 
RIGHT > LEFT 



Etiology 



Predisposing 
factors 



Precipitating 
factors 



Congenital: un-obliterated 
processes vaginalis 
Acquired: weak abdominal wall, 
^Intra-abdominal Pressure 



Weakness of lower 
abdominal wall 
Intra-abdominal 

pressure 
associated with 
Malgagne bulge 



Injury to 
Ilioinguinal 
N.B. 

Paralysis in 
conjoint 
tendon 



■ Rarely Cong. -> 
NARATH's H. 

■ Almost always 

1) I s Intrabdominal Pr. 

2) Weak abdominal wall 



Pathology : 



Defect 



Comes from the Internal ring lateral 
to inferior Epigastric artery 



Bulges through 
lateral part of 
Hasselbach's 
triangle 



Through medial 
part of 
Hasselbach's 
triangle 



Through femoral ring 
(Below medial part of 
inguinal ligament) 



Sac 



inside the cord coverings, Antero- 
medial to vas deferens & vessels 



NEVER descends 
to scrotum 



May descend 
to scrotum 



Contents 



Small intestine, omentum 



Small intestine, omentum 



Passes downwards, 
forwards, upwards 
then laterally 



coverings 



INGUINAL 



SCROTAL 



1) Internal spermatic fascia 

2) Cremasteric fascia 



3) External oblique 
apponeurosis 

4) Camper, scarpa 
fascia 

5) Skin 



3) External 
spermatic Ms. 

4) Dartos Ms. 

5) Skin 



1) Fascia 
transversalis 

2) External 
Oblique 
apponeurosis 

3) Superficial 
fascia + Skin 



1 J Fascia 
transversalis 

2) Conjoint 
tendon 

3) Superficial 
fascia + 
Skin 



1) Femoral sheath 

2) Cribriform fascia 

3) superficial Fascia 

4) 8C fat 

5) Skin 



Clinical picture : Symptoms-^ Painless swelling characterized by "READ" 



General 



■ Signs of mesenchymal weakness, PPT factors & complications 



Local 

SWELLING 



1) Inguinal or inguino-scrotal 

2) Gives expansile impulse on cough 

3) Descend -> Downwards, forwards 
& medially 

4) Reducible-^ upwards, backwards, 
laterally 

5) Internal ring test 



POGITIVE 



1) 

2) 

3) Forwards 

4) Backwards 

5) NEGATIVE 



Direction of descent 

• Downwards 
■ Forwards 

• Upwards &Lateral 



Complications & Investigations... See scheme 



Treatment 
TTT of PPT 
Surgical 
Complic. 



Herniotomy -> congenital OIH 
Herniorrhaphy 
Indications : 

1) Adults & elderly 

2) Infection 

3) Concomitant bowel resection 
Types: Marcy, Bassini, Shouldice 

Hernioplasty (Grafting): 

Prolene, Mersalin, PTFE mesh 



Herniorrhaphy shouldice, 

marcy repair 
Hernioplasty by mesh 
Herniotomy is not usually 

needed. 
If patient isn't fit for 

surgery -> Truss 



Low approach 
"Lockwood" 

Inguinal app 
"Lotheissen" 

Pre-peritoneal 
"McEvedy" 

Laparoscopic 

Truss is # 



5UR^i— T00N5 •- qr 5m^a^ PA4fc I °i 





CONGENITAL 


INFANTILE 


PARA-UMBILICAL 


Definition 




Incidence 


Qince birth 


■ Weeks-months 
after birth 


■liSffiBIRl 


Etiology 


Failure of ALL or part of 
midgut to return to the 
abdomen 


Weak Umbilical 
scar 


■ ^Intra-abdominal pressure (Chronic 
coughing, Obesity) 

■ Weak anterior abdominal wall 



Pathology 



Defect 
AT ANTERIOR 
ABDOMINAL 
WALL 



Sac 



Contents 



1 <5cm 

(exomphalous minor) 
>5cm 

(exomphalous major) 



Exactly a 



umbilicus 



In Linea alba Just above umbilicus 



Below umbilicus (less common) 



Peritoneum 



1 Intestine 

1 Meckel's diverticulum 
1 Any other abdominal 
viscera 



|MULTI-LOCULATED, 



adhesions, Narrow neck 



1 Omentum 

1 Small Intestine 



1 Omentum 

1 Small Intestine 



rans verse col urn 



Coverings 



Amniotic membrane 
Wharton jelly (only in 
Exomphalous minor) 



Stretched 
umbilical scar, 
extra-peritoneal 
fat 



Skin ,8C tissue, 
Extra-peritoneal fat 



Clinical picture: Sgmptoms: Painless swelling characterized by "READ" 



Signs: 


Other associated 
anomalies 


Phimosis 


Signs of mesenchymal weakness, PPT 
factors, Complications 


Complications 


Rupture of sac, 
infection of intestine 


Strangulation 


■ IhlddrilM-Mlligi (M08T COMMON) 


■ HYDROCELE doesn't occur in para- 
umbilical hernia except if secondary to 
ascites 


Treatment 

■ TTTofPPT 

■ Surgical .... 

■ Complications 


■ If Abdominal cavrtq can 
accommodate content: 
Primary closure under 
moderate tension 

■ If can't accommodate 
contents: Skin flats 
closure 

■ RECENTLY: Staged 
closure 


Reassurance 
& follow up 
TTT. of PPT 

factors 
Surgical 
correction 
(If large defect, 
>2yrs. Old, 
strangulation) 

s '- 


Treat Intertrigo if present 
Surgical repair : 

1) Anatomical repair 

2) Mayo's repair 

if hernia is large -> Post-op. Ventilator 
Truss is # (Strangulation) 





EXOMPHALOUQ MINOR 


EXOMPHALOUQ MAJOR 


Defect 


Small (<5cm) 


Large (>5cm) 


Sac 


Small 


Large 


Content 


S Loop of small intestine 
S Meckels' diverticulum 


Any abdominal viscera 
(e.g. LIVER, Bowel) 


Cover 


Layer of amniotic membrane + Wharton's jelly 


Layer of amniotic membrane ONLY 

3£ 


Complica 
tions 


Entangling of a loop of intestine during ligature 


Rupture of sac &coverings-^ peritonitis 


TTT 


Reduce content-^ excise sac-^ Repair defect 


URGENT SURGERY (cover with synthetic material) 



1 



INCISIONAL 
HERNIA 



RECURRENT 
HERNIA 



— r 



Definition 



Incidence 



Hernia at a site of previous 
abdominal incision 



Develops immediately 
or early Post-Operative 



about 10-15 % 
within 1 year of Operation 



BURST 
ABDOMEN 



Disruption of abdominal 



incision 



Etiology 




PRE-OPERATIVE 

Weak abdominal Ms. 
Obesity 
Chronic cough 
Chronic constipation 
BPH 

Chronic debilitating 
disease 



INTRA-OPERTATIVE 

y 1 s Trauma 

X Bad hemostasis 

y Too loose, too tight 

repair 
y Muscle Cutting 
y Closure with 

absorbable sutures 

(Ex: Catgut) 



POQT-OPERATIVE 

y Wound infection 

y Vomiting, coughing 

y Early return to work 

y Persistent PPT factors 

y Paralytic ileus 



Incomplete removal of sac 
Missed sac 
Displacement prosthesis 
Prosthesis of inadequate 
size 



Swollen abdomen 
Abdominal sepsis 



Clinical picture 



Symptoms 



History of etiology &■ Type of operation, timing, Dost- operative period 



General signs 



■ Obesity., anemia, chest problems, BPH etc 



Local signs 



SCAR: 

y Vertical, transverse 
y Healing (Iry or 2ry) 

HERNIA: 

y Reducible, Expansile impulse 

on cough 
y Intertrigo 
ABDOMEN: 

y Divarication of recti 

y HSM, Ascites 



RED SIGN "MOST IMP." 



Sero-sanguinous 

discharge 
>1 week after 

Operation 
Pt. feels as if 

something is giving 

way 



Complications... as before 



Investigations 



LAB^C/8 , CBC 

RADIOS US,CT,X-ray 



Treatment 
TTT of PPT 

Surgical .... 
Complications 



Surgical repair : 

1) Anatomical repair 

2) Manigot repair 

3) Cattell's repair 

4) Tension free Hernioplasty 
If large hernia : 

1) skin preparation (TTT of 
intertrigo) 

2) Post-op. ventilator 

3) Gradual pneumo-peritoneum 



Hernioplasty to 
avoid dissection 
through scar tissue 



PREOPERATIVE 

3 Cover wound with sterile 

towel & warm saline 
ZfRyle, line, catheter, Abs 
INTRA-OPERATIVE 
Intestinal Loops are 
washed with saline 
Closure with Tension 

suture 
Abdominal binder 



OTHER TYPE9 OF HERNIA 



1) Enterocele (= intestine ) 

2) Omentocele= epiplocele (= omentum ) 

3) Epigastric hernia 

4) Incisional hernia 

5) Lumber hernia 

6) Spigelian hernia 

7) Littre's hernia (= Meckel's diverticulum ) 

8) Amian hernia (= appendix ) 

9) Richter's hernia (Gangrene without obstruction) 

10) Maydl' hernia = W-hernia (Gangrenous loop inside the abdomen) 

11) Sliding hernia .... (Urinary bladder, caecum, colon passing through the defect) 

12J Incarcerated hernia (Intestinal lumen obstructed from inside by fecolith.) 

13) Pantaloon hernia = Dual hernia (OIH + DIH on the same side) 




LUMBAR HERNIA 



1. In superior or inferior lumbar triangle 

2. Etiology : Congenital or assoc. with ms. Weakness 

3. Large, wide neck, reducible, +ve impulse on cough 

4. TTT: surgery or corset 




SPIGELIAN HERNIA 



4. Old female With Defect in the semi-lunar line at level of arcuate line 

5. Lies beneath an intact external obligue aponeuorosis 

6. C/0 : localized local pain without bulge 

7. Narrow neck — > liable to strangulation — >TTT : anatomical repair 

8. Investigations : ->U8, CT 



i 



RICHTER'8 HERNIA 



Content is a part of the circumflex of a bowel-> 
Causes strangulation without obstruction 




SLIDING HERNIAL INGUINAL HERNIA 



Pt. with long standing OIH 
Partially irreducible 

Visceral peritoneum forms a part of the sac 

Sure diagnosis is intra-operative 

If bladder is sliding -> Double micturation 




EPIGASTRIC HERNIA 



Separated from Umbilicus by an interval 
May be multiple 

Pt. may complain of DYSPEPSIA (D.D. peptic ulcer) 
May start as " fatty hernia of linea alba " (no 
impulse on cough.no sac) — > D.D. Lipoma 




Fatty hernia of Linea alba 


fe-w 


Epigastric hernia 


1) Irreducible 

2) No impulse on cough 

3) Painful 
(incarceration of fat) 


1) Reducible or History Of irreducibility 

2) +ve expansile impulse on cough 
S) Painless 

(If contain Greater omentum-> Dyspepsia) 


|9ize+ acquire omentum 





OBTURATOR HERNIA 



Females, C/0 : 

- Pain and tenderness over medial side of thigh 

- Pain fon doing extension, adduction or medial rotation of hip 



( HOWSHIP SIGN ) 



- Absent adductor reflex in thigh 
Complications->referral to KNEE 



( HANN1NGT0N- K1FF SIGN) 




■ Contralateral inguinal exploration will be required 
in high percentage of infants & children with 
inguinal hernias. 

■ Infant inguinal hernias are associated with 
prematurity, male, sex, incarceration & right 
sidedness. 

■ The most frequent cause of recurrence of 
indirect inguinal hernia is low ligation of the sac. 

■ At the time of repair epigastric hernias, a careful 
search for other defects should be performed. 





1. Young adult male complaining of painless mass 
in the inguinal region reaching the scrotum, 
reducible and gives expansile impulse on cough. 

Oblige inguinal Hernia. 

2. Young adult male complaining of painful swelling in the inguinal region that was painless. 
The pain is stabbing and the swelling become tense and give no expansile impulse on cough. 

Sprangnlaped oblige inguinal Hernia. 

3. African baby 1 month old, presents with painless swelling at umbilicus that gives expansile 
impulse on cough. 

Irtfanpile umbilical Hernia. 

4. Muciparous female presents with painless swelling separated from the umbilicus by interval 
.There is also dyspepsia and heart burn. 

tpigaspric hernia Y3 Fappif Hernia of Linea alba. 

5. Patient with postoperative scar (especially midline and sub costal incisions) presents with 
painless swelling related to this scar, reducible & gives expansile impulse on cough. 

Incisional Hernia. 



CfeT(l) 

QUESTIONS 




Complication of oblique inguinal hernia 

(A/tf skarHS: J005 - Azffar M JOiZ - A^far 1003) 

Complications of hernia 

(Azffar M: lOOi- Ajfar f, 1004. JOO?) 

Complications of umbilical hernia 

(Alfar M: JOOO) 

Classification of inguinal hernia 

<&ra JOOS) 

Diagnosis and management of strangulated hernia 

(Kdsr:JOO&) 



AlAHttNS • WWW 'PA^^ 



ESOPHAGUS 
SURGERY 



TOPIC9 DI88CUS8ED IN THI8 CHAPTER: 



■ Diaphragmatic hernia 

■ OERD 

■ Esophageal carcinoma 

■ Motility disorders of Esophagus 

■ Traumatic lesions of Esophagus 



r 

3 



Cot4GEt4ttfll 



Most common in Infants 

Due to persistence of pleura-peritoneal 

canals 
Left side , Posterior 
CLINICAL PICTURE: 
Newborn with Dyspnea, cyanosis after 

birth ... with NO heart diseases 
O/E : 

Qcaphoid abdomen 

Ipsi-lateral chest (^air entry, 

^Intestinal Bounds ) 
INVE8TIGATI0N8: 

Best : Gastrographin meal-> stomach, 

Intestinal loops in chest cavity 
Plain x-ray -> gas shadow of stomach 

in chest cavity , shift of mediastinum 
0ABG-> Hypoxia, Hyp ere apnea, acidosis 
Antenatal: polyhydramnios , U/8 & 

Echo-^Bowel in chest 
TREATMENT S8URGICAL TTT 
Pre-operative : 

NGT, Mech. ventilation, inhaled NO 
Intra-operative: reduction & Closure 
Post-operative: Ventilatory support 



L i 



Through opening of Internal 

mammary artery 
Right side, Anterior 
CLINICAL PICTURE: 
Child -> Recurrent Respiratory 

infection, cough, vomiting 
Adult -> Intestinal obstruction 
INVESTIGATIONS: 
X-ray -> Air fluid level behind 

Sternum 
TREATMENTS SURGICAL 
Trans-abdominal approach 
Reduction & Closure 




0True hernia .... Through Hiatus & 

Greater curvature of stomach herniated 

to Posterior Mediastinum 

...Into posterior Mediastinum 
0NO REFLUX ... Normal relation of 

cardio-esophegeal Junction to 

diaphragm 
CLINICAL PICTURE: 
If small-> Asymptomatic 
If Large -> Pressure manifestations 

■ Esofthegous: Dysphagia 

■ Heart: Post-prandial pain, palpitation 
■ Phrenic N.: Hiccough 

COMPLICATIONS: 

Rupture, Strangulation, Gangrene 

INVESTIGATIONS: 

Barium Meal in Trendlenberg's position: 
■Herniation of stomach into chest 
■ Gastro- esophageal junction in place 

Plain x-ray 

TREATMENT ->8URGICAL TTT 

SURGICAL TREATMENT 

1) Retract stomach Downwards 

2) Excision of hernia sac 

3) Repair of hernia defect 



SUDttJg HEF*UA 

Most common infernal hernia 

Hernia of cardia.... Through esophegeal 

hiatus in diaphragm .. into Posterior 

Mediastinum 
REFLUX Gasf ro-esophegeal junction is 

displaced into chest 
Etiology: UNKOWN but may be due to.. 

1) Short esophegous 

2) ^Intra-abdominal Pressure 

3) Wide Hiatus 

Clinical picture: 

Patient: Obese Female > 40 years 
Symptoms of GERD 
Complications : 

■ Aspiration Pneumonia + anemia 

■ Barret's esophagus + Stricture 

Part of ...SAINT'S TRIAD 

HIATUS HERNIA + DIVERTICULAR DI8 

+Chr. CALCULAR CHOLECYSTITIS 

Investigations: 

Investigations of GERD 
El Barium swallow, meal in trendlenberg 
position 

■ Reflux of barium from stomach to esophagus 

■ Part of stomach is found in chest 

Treatment 

TTT of GERD-> Life style modification, 

Drug therapy, 
Surgical TTT 

(If Complications, Saint's triad are found) 



REFLUX EgOPMAgtTlg 

NORMAL ANTI-REFLUX MECHANISM 



LE8 Pressure = 10-25 mmHg, Gastric Pressure = 7 mmHg 



Angle of Hiss -> Valvular effect 
Intra-abdominal Pr.-> close Esophagus 
Rosette shaped mucosa 
Pinchcock effect of Hiatus of Esophagus 
Continuous release of Acetyl Choline from lower end 
of esophagus 



ETIOLOGY OF GERD 

Most important -> Sliding hiatus hernia 

EI Infants -> Decreased Gastrin 

Adults ->Smoking, alcohol, Obesity 

Scleroderma 

2ry to pyloric stenosis 
























9YMPTOM9 

Heart burn : 

■ Retrosternal burning pain 

■ I s by heavy meals, lying flat 

■ ^ by standing upright 
Regurgitation 

Dysphagia: ( esophageal 9pasm stricture J 

Symptoms of Complications 

■ Aspiration Pneumonia + anemia 

■ Barret's esophagus-^ Pre-cancerous 

■ Gtricture (Schatzki's ring) 

■ Bleeding from ulcer 

INVESTIGATIONS 

24 hours ambulatory PH monitoring (BEST) 

(PH<4 .... For >30 min in 24 hours) 

Esophageal manometry LOW LOS pressure, peristalsis ... 

(weak peristalsis^ partial wrap , Good peristalsis-^ Total wrap) 
Upper Gl endoscopy + Biopsy-^ Stricture with NO proximal esophagitis 
Barium swallow, meal in trendlenbergs position 
For complications : CBC^ Microcytic, hypochromic anemia 



9IGN9 

Bad nuitrinional state 
Bad Chest condition 
Anemia 



BARRET' 8 ESOPHAGUS 



'T* adenocarcinoma by 40 times 
TREATMENT : Extended 
Omeprazole with Follow up 











GCHATZKI'S RING 



Reversible stricture due to reflux 
CIO : Dysphagia 
TTT : Anti-spasmodics 















TREATMENT OF GERD 






MEDINA- 







9mall frequent meals 
Avoid tea, coffee, 
spirits, smoking, lying 
fiat after meals 
Sleep with extra-pillows 



PROKINETICS 

121 ^Gastric aciditg : 
Omeprazole 
( Reverse barret's 
esophagus ) 
Regulating motilitu 
Metoclopramide 



TDTAl-FUNDO- 

pucAnoti 

If Good peristalisis 
8E : GAG BLOAT S 



FOMtX>- 
PUCArloH 

If Poor 

peristalisis 
Less 9E 
(NO GAS BLOAT $) 



INCIDENCE 

04% of GIT tumors 
0Male, Old age 45-60 years 

PREDI8P09ING FACT0R8 

0Spiey food, smoking, spirits 
Barret's esophagus 
Tylosis A 
0Plummer Vinson $ 
Papilloma, Adenoma 



PATHOLOGY 

8ite: LOWER THIRD 13 INCREASING 

13 Macroscopic: proliferative, infilt, Ulcerative 
Microscopic: Adenocarcinoma (lowerl/3) 

> SCO (upper 2/3) 
Spread: 

■ Early by Lymphatics 

■ Most dangerous is DIRECT spread 

■ Blood spread is rare & Late 



8IGN8 

Cachexia 
0Chest infection 
Signs of metastasis 
-HNs enlargement 



COMPLICATING 

Mediastinals 
0Hematemesis 
Paralysis of diaphragm 
Pulmonary complications 



8YMPT0M8 

Progressive dysphagia to 

Solids > Fluids 
0NB : Swallowing may be easier 
(sloughing of a part of tumor) 
Regurgitation, I s Salivation 
0Loss of Apetitie+ Halistosis 

INVESTIGATION 

0FOR DIAGNOSIS 

■ END09C0PY + Biopsy + cytology 

■ Barium Qwallow -> Rat tail appearance, Shouldering, irregular filling defect 
0FOR STAGING 

■ Endo-luminal U/8 show extent of tumor & asses operability 

■ Chest x-ray, U/8 , CT scan, Bone scan 
0PRE-OPERATIVE 

■ CBC, LFT, KFT, Serum electrolytes, serum proteins 



TREATMENT OF E90PHAGEAL CANCER 



OPERABLE 40% 



INOPERABLE 60% 



1 



PRE-OPERATIVE 

Nutritional -^Hyperalimenation 

Respiratory -> TTT of chest infection. 

Respiratory Excercise 
Hematological -> Correction of Hb, Albumin 

OPERATIVE 

TRANSHIATAL OESOPHAGECTOMY 
& STOMACH PULL UP 

(Nowadays, Video assisted Technique is used) 



Endoscopic Laser 
0Self-expanding Metal stent 



'WILSON COOK STENT ' 



0Radio, Chemo-therapy (5 FU) 



PLUMMER-VIN80N'8 4 



ETIOLOGY & PATHOLOGY: 

On top of 

Site: Pharyngeal mucosa 
Squamous cell carcinoma 
CLINICAL PICTURE: 
C/0: Pain in throat referred to Ear, 
INSPECTION: Bulge of Thyroid cartilage 

(loss of Laryngeal click) 



WHAT ARE. YOU 
LOOKING- AT? 



NOTHM6, I'M TRVM6- 
TO atJAtUMJ 
KVPIU6! 



DYSPHAGIA "LATE' 



PALPATION: 



MOURE'8 8IGNS 



INVE8TIGATI0NG: 

FOR DIAGNOSIS 
FOR STAGING 






I AM 



Pharyngoscopy, endoscopy + Biopsy 



CT, CXR, Bone scan 
PRE-OPERATIVE: CBC, KFT, LFT 



TREATMENT: 

OPERABLE: 

1) Total laryngo-pharyngectomy with Stomach pull up 

2) Block dissection of LNs 

3) Permenant Tracheostomy 

4) Esophageal replacement 
INOPERABLE: Radiotherapy 



ETIOLOGY & PATHOLOGY: 
Deficiency of IRON, VITAMIN B complex 
Site: Upper end of esophagus 
CLINICAL PICTURE : 
Patient : Post-menopausal Female 
Symptoms : Retro-sternal pain, 
Dysphagia 

Signs : Koilonychia, Atrophic changes, 
Splenomegaly 

Complications : Pre-cancerous 
"POT-CRICOID CARCINOMA" 
INVESTIGATIONS: 
CBC -> Microcytic hypochromic anemia 
Gastric function tests-> Achlorohydria 
TREATMENT: 
Iron, Vitamin B, Dilatation with an 
endoscope 















POiXSH 



Herni ation of pharyngeal muc osa .... 

Through [^IHEiElIIIiESiEl •••between 
Thyropharyngeus Ms., Cricopharyngeus Ms. 

Pulsion diverticulae 

naaaaiHai;»wmM«e»a 
CLINICAL PICTURE: 
Patient: OLD male 
SWELLING: with eating, Compressible, 
leading to regurgitation of undigested 
food 
COMPLICATIONS 

Carcinoma (0.3 %) 
INVESTIGATIONS: 
BARIUM SWALLOW 

Endoscopy Perforation 

TREATMENT: 

Small -> Repeated dilatation 

El Lacge-> Diverticulotomy, 



CRICO-PHARYNGEAL MYOTOMY (MOOT IMP.) 



EI Old Patient, HRG-> Laser photocoagulation 



Wlonury t>igoroere& of e^opha^o^ 



AgHAUVSlA QF THE CAPtMA 

Failure of relaxation of cardia .... Absent lry peristalsis 
Theories: Idiopathic, Chaga's dis., Post-vagotomy 

achalasia, Auto-immune 
Macroscopic picture : 

■ Upper segment-^ Hypertrophied, disorganized 
peristalsis , dilated & elongated (sausage shaped) 

■ Lower segment -> Normal, failure of relaxation, Qpastic 
Microscopic picture : 

■ Degeneration of Auerbach's Plexus 



QYMPTOMQ: 

PT : Obese Female > 40 yea rs 

0Bad mouth odour (Halitosis) 
121 Regurgitation& Retro-sternal pain 



SIGN8 

0Bad nutritional state 
Dehydration 
0Chest infection 



C0MPLICATI0N8 

0Aspiration pneumonia, Diverticulae , Malnutrition 
0MALIGNANT CHANGE8 : 3 % after 20 Years , discovered late 

INVESTIGATION 

Esophageal Manometry -> Pressure in high Pr. zone >25 mmHg 
Barium swallow: Above diaphragm, Delayed evacuatior 

sigmoid esophageal, parrot's peak appearance 
Esophagoscopii + Biopsy: Narrow eccentric 

cardiac orifice dt'J)*H k\ ' 'l'J1:\: } tti 38 * 
0For complications : CBC-> anemia, leucocytosis 




High amplitude NON -peristaltic waves 
ETIOLOGY: 

Stress, Neurosis, Esophageal Ischemia 

CLINICAL PICTURE 

RETRO-STERNAL PAIN 

DD: ISCHEMIC HEART DISEASE 

INVESTIGATIONS 

Esophageal manometry -> Non-peristaltic waves 

^Amplitude 14-200 mmHg 
Barium swallow : 

■ Segmental spasms 

• CURLING, 



COCKSCREW ESOPHAGUS 



TREATMENT 

Esophageal Myotomy with preservation of LOS 
0Esophago-gastrectomy & Stomach pull -up 




TREATMENT 

Medical sphincterotomy: Iso-sorbide binitrate, CCBs, Botulinum toxin 
Forcible dilatation by High Pneumatic Pressure Balloon 
08urgery: Esophago-myotomy : 

Modified Heller's operation with Left Thoracotomy 



Peristaltic waves, / | s Amplitude 

CLINICAL PICTURE 

Abnormal GERD resistant to TTT 

INVE8TIGATI0N9 



Esophageal manometry 

■ Peristaltic waves 

■ ^Amplitude 200 mmHg 

TREATMENT 

as DES 

Esophageal Myotomy 
with preservation of LOS 
Esophago-gastrectomy 
& Qtomach pull -up 












TMUMATlC tE£\Q|d£ OF E^O 




SPONTANEOUS : BOERHAAVE'9 $ 



ETIOLOGY: 



ACCIDENTAL 
IATROGENIC 

MOST COMMON SITE 

a) 3-5 cm above Cardia, Left posterior aspect 

b) At level of Azygous vein 

CLINICAL PICTURE 

Old alcoholic Male u/Hh severe Vomiting 
Dysphagia, Dyspnea, Chest pain, Mediastinal 
emphysema 

INVESTIGATIONS 

Esophagogram " Gastrographin Swallow" 
Plain x-ray, Thoracocentesis 







TREATMENT 



CERVICAL 
PERFORATION 

NIL by mouth 

IV hyper-alimination 

Drainage of 

Extravasated fluid 
Antibiotics 
Surgical closure of 

perforation 



THROACIC 
PERFORATION 

If Early : Suture 
perforation, chest 
drainage 

If LATE : 

esophagectomy & 
Stomach pull up 



ETIOLOGY, PATHOLOGY 

Ingestion of Alkalies -> Liquefacth/e necrosis 
Acids -> Coagulative necrosis 

CLINICAL PICTURE 

History of ingestion of causatic material 
General -> Toxicity, high fever, Shock 
Local Burns, chest pain 
Complications: 

■ Shock 

■ Laryngeal edema, chest infection 

■ Malignancy transformation 

■ Perforation -> mediastinitis 



CLINICAL PICTURE 

0Old alcoholic male presented, by 

Hematemesis after severe vomiting 
Treatment : 





IN MANY CASES.. 




BLEEDING ST0P9 SPONTANEOUS 



1) anti-shock, antacids, H 2 Blocke 

2) Endoscopic Photocoagulations 

3) Suturing 

4) Embolization 



TREATMENT 



JL 














EMMERGENCY TTT 

ABC measures... 

Give patient milk to dilute corrosive 
effect 

Anti-shhock, Antibiotics 

Steroids-^ decrease stricture, edema 

# GASTRIC LAVAGE 

# ORAL INTAKE for 1-2 weeks 
URGENT INVESTIGATIONS : 

-Barium Swallow.. Gastrograffin 
- Endoscopy 



DEFINITIVE TTT 

Repeated dilatation 
Surgery : 

Trans-hiatal Blunt 
Esophagectomy + 
Esophageal replacement 



STOMACH 
SURGERY 



TOPIC9 DI88CU88ED IN THIS CHAPTER: 



Diaphragmatic hernia 
GERD 

Esophageal carcinoma 
Motility disorders of Esophagus 
Traumatic lesions of Esophagus 




DEFINITION: I s Thickness of pylorus > 8mm (Normal: 4mm) 

ETIOLOGY: 

UNKOWN ... may be due to Hypertrophy of pylorus, Achalasia of pylorus 

CLINICAL PICTURE: 

TYPE OF PATIENT: 

First infant, Boy, 3rd -4th week, 
C/O: Mother complains that he r infant has 

1 1? [tit' B -1 II '^il/J I J I StU/tlfll y lot] , Failure to thrive 
GENERAL StONQ: Weight loss, Bad chest 
LocahygnsMfisible peristalsis +^^^J2^2I2I3 ^ 
^E^3£SU (palpated during nursing) ~ W 



NEVER AT BIRTH 
PROJECTILE, 



Metabolic alkalosis (HYPOKALEMIC, HYPOCHL OREMIC) 

Paradoxical aciduria 



COMPLIC ATIONS 
1} 

2) 

3) Dehydration, Tetany, Chest infection, Aspiration pneumonia 
INVESTIGATIONS: 

ll/S thicke ning of pylorus +dilated stomach 

Gastrograffin: ^^IliMlMltM^^^^^^^^^^ 

Electrolytes: 

a) si/ Na, K. CI, Ca, H + 

b) <t Total acidity (STOMACH), Paradoxic Aciduria(URINE) 
Tr eatment: 

BE53ElZI12S!E!MiBZl 

- CORRECTION BY SALINE: NaCl (until urine is normalJ^KCl 

- TPN, NO wash by saline 

\'M fll'Hd tlXihl JtV\'U\M77i 




AGE: 

Soon after birth 

ETIOLOGY: 

True Atresia 

False Atresia due to: 

* Annular pancreas 

* Band of Laad-> Volvulus neonatorum 



ILKIE disease 



fair {J Lb superior mesenteric Jl 
duodenum Jl ±JLt faiLo g 



WILKIE'S TRIAD :: 3 CHRONIC 



1) Chronic PU 

2) Chronic Cholecystitis 

3) Chronic Appendicitis 



INVESTIGATIONS: 

X-ray-> 



DOUBLE BUBBLE SIGN 



TREATMENT: 

R&M^ Duodeno-jejunostomy 



ACIOtb pepnC (ACER 

ACJOTB HEMORRHAGIC cWSmm£ 



Etiology & Pathology: 



OM*«J>eJf LLk?- j*9 i5j 5>A(il> 4Jol>' 4JLLa>- j ^j^-jI 4J iA?-Lj a »Ju£ 5 4laiJI i_JUs 




MULTIPLE ER09I0N9 



Non-steroidal 



08ITE: Body & fundus of sfomnach 
El Multiple, shallow, punshed out 
0Vary in size from 1mm to 1cm 
Usually limited to mucosa, 
sub-mucosa 



TRUE 9TRE89 ULCER 



ICU patients 

Severe trauma 

Major burns 

Endotoxic shock 



Multiple erosions that if Not 
recognized & Treated-> Coalesce 
ACUTE HEMORRHAGIC 
GASTRITI9 




Clinical picture: 

C/Q-> History of the cause then Hematemesis , melena, Epigastric pain 
0/E -> EpigastricTenderness .... 

(NO REBOUND TENDERNES8 as pathology is limited to mucosa) 

Investigations: 

[J| ^5H7F137!yiSTif5tl ^ -> Visualize Ulcer & Congested Mucosa 
Treatment: 

— i 

1) Ryle, line, catheter, IV fluids, monitor of vital data 

2) Gastric lavage by Cold saline, Anatacids 

3) IV Cimetidine or Omeprazole, If failed-^ IV Vassopressin 
Endoscopic injection, Laser photo-co agulation 

I tTt] 1 '^P ^Uft^^l'i^yPPSflB Generous Gastrectomy, 
leave a small part of fundus to anastomose with the intestine 



H.PYLORI INFECTION 



ETIOLOGY: 

Most common -> 

Genetic -» Blood group "0", "A" 

Irritant food, Qmoking, Drugs (NSAIDs) 

1 s Vagal tone OWi il» 

Endocrine diseases -> ZE$ , Hyperp arathyroidism 

Chemical, mechanical, Trauma 



'MAGENO-STARUBSE" 



(Ulcer on lesser curvature) 



PATHOLOGY, CLINICAL PICTURE: 







leMdHt»MlH»H;l 




NUMBER 


Single 


>- 
© 
o 


SITE 


1 st inch of 1 st part 


Lesser curvature, Pre-pyloric 


SIZE 


Small 


Larger 


o 


SHAPE 


Round or Oval 


1— 


FLOOR 


Deep 


< 
a. 


BASE 


Indurated 


EDGE. 
MARGIN 


Sloping -> Punched out later 


CLINICAL PICTURE 


Type of patient 


Male, 25-40 years, 
Blood Group "0",+ve Family history 


Male, 40 years, 
-ve Family history ^-^f 


PAIN & 
VOMITING 


■ 2- 2&1/2 hours after meals 

■ Nocturnal pain 

■ by eating, Buffers 

■ Periodic ... "spring, autumn" 


■ Immediately or 30 minutes ^\ 
after meals -/^ P< 




■ si/ by vomiting \j^SS?U^ 


Appetite 


Increased 


Sitophobia 


Weight 


Weight Gain 


Weight loss 


Tenderness 


Epigastric to the Right side 


Epigastric in Midline 


POINTING 91 GN 


Patient can localize site of the pain with 1 finger 



COMPLICATION?}: 



Perforation 


Fibrous Contracture 
(pyloric stenosis, Hourglass stomach) 


Recurrence 


Bleeding 


Resistance 


Malignancy in GU 



UPPER Gl ENDOSCOP 



INVESTIGATIONS: 
BEST -» 
Barium Meal 

■ DU-> Ulcer niche + Trifoliate deformity 

IF PYLORIC STENOSIS-* £ 

■ GU^ Ulcer Niche + Ulcer crater 

IF FIBROUS CONTRACTURE -» 
For Complications: 

■ Bleeding-* CBC (Anemia) , Benzidine test 

■ Recurrence .... (e.g. ZE$ -> Gastrin level in blood, Octeriotide test, CT) 



Q (in GU -> + 4 puch Biopsy) 



OAP DISH APPEARANC 



HOURGLASS STOMACH 








-|p5EATMEhh"OF PEPTIC Ot£kR 



ITT OF 

CAUSE 

ZE$ 

Hyperparathyroidism 




TTTOF TTTOF 



LIFE STYLE MODIFICATIONS 

Rest 

Small frequent meals 
Avoid irritant foods 
Avoid irritant drugs 
Avoid smoking, alcohol, 

\ 

MEDICAL THERAPY 

Triple therapy for 10 days : 
Omeprazole + Metronidazole 
+ Clarithromycin 



Perforation 

Bleeding 

Fibrous contracture 
Recurrence 

(= TTT of cause) 
Malignancy 



Continue with omeprazole for G-8 weeks 
\ 

REPEAT EttoogCOW 



MEAUtJg 



tJOTHEAJlrig 



1 



Qtop the 
morning dose 




Continue medical 
treatment for another 
G months 



— *** 



HEAUI43 



I 



If healing ... stop drugs after 2 months 











i4or 

HEAUlJg 

\ 

VAGOTOMY & 
PYLOROPLASTY 
Highly selective 
Vagotomy 
Seromyotomy 



\ 



? ajj f 1 ™'. 1 



T QJ| JJLUL3JUD 



T^jLOJIoj! 



T uLlcJI jxod ajj 



VAGpTOtsA 1 / 



HIGHU/ 
EiECTIV 



Trunk of Ant. & Post 
Vagus 



Hepatic Br. 
Celiac Br. 
Crow's 
Foot 




Posterior vagus 



Co«4ac branch 



Posterior narvt 
of Latarfct 




Ant. & Post. Nerve 
of Latter] et 



Branches innervating 

body of Stomach 
stopping at Incisura 
(spare Br. Of pylorus) 
J I .vfl-Lu 9 

Ant. & Post. Nerve of 
Latferjet 



Jl £h«ii g f Lus \pyc ullujJ 

Serosa & Musculosa 



Hepatic Br. 

■ Gall stones 

(dyskinesia of sphincter of oddi ) 
Coeliac Br.: 

■ Distension of Stomach 

■ Repeated episode s of 
Infective ^ 

Crow's foot : 

■ Loss of innervation of pylorus 
Others 

Incomplete procedures Recurrence 



Pyloroplasty 

(Mickulicz technique) 
Gastr ojejunost omy 
1) 




Crow's foot 



Loss of innervation of pylorus 



Pyloroplasty^ Diarrhea, 
dumping 



yko LLlslls 3x3 Pylorus Jl 
Pylorplasty Qnlno 
Diarrhea ykiiLD yil 



No Necrosis on Lesser Curvature 



Necrosis of Lesser 
Curvature in 0.5 % 
Contra-indications : 

■ PU + Gastric outlet $ 

■ PU in Fundus 

■ Cigarette chain smoking 

■ Perforated PU 



Resolution 





50 % of stomach 




65 % of stomach 


Subtotal Gastrectomy 


80 % of stomach 


Total Gastrectomy 
(in cases of Lymphoma) 


100 % of stomach 



CtoMPUCJAnotfS of 



ANAST0M0818 AFTER 
PARTIAL GASTRECTOMY 



End to end Gastro- 
Duodenostomy 
(Billroth 1) ' 
Side to side Gastro- 
jejunostomy 
(Billroth 2) 
End to SIDE 
Gastrojejunostomy 
(Polya) 



SE : 

Leakage of juice 



SE: 

Blind loop $-> Stasis 



8E: 



Dumping, 
Blind loop $ 



Polya with valve 



doMPudAnoffe 






El 



Complications of anesthesia 
Primary Hemorrhage 
Injury: 

■ Pancreas-^ Pancreatitis 



Hemorrhage 
Leakage from anastomosis 
CBD-> Obstructive Jaundice Duodenal stump blow-out 







■ Spleen-> Bleeding 
Infection 



Paralytic ileus 
Acute Gastric dilatation 
Sub-phrenic collection 
Pulmonary complications 




vAte 

Post-gastrectomy § 

■ Nuitritional $ 

■ Afferent Loop $ 

■ Post-cibal $ 
"DUMPING 
SYNDROME" 

Recurrence 

Gastro-jejuno-colic 

fistula 
Biliary reflux 
Stone of GB 
Risk of cancer 



CqMpucatioHs of peptic ulcer 

A &Jtb PEFTO^AnOfl OF PI) 

90 % in SH: EHSBSESlulcers 



PDF : oM <JU>o*q9 

Clinical picture : 

1) Stage of chemical peritonitis -> Acute pain in Epigastrium 
1) Quiescent stage -> Pain^ and patient APPARENTLY improves 
3) Septic peritonitis -> Generalized peritonitis + Toxemia 
ABNORMAL PRESENTATIONS Man give picture simulating appendicitis : 

Fluid from perforation runs on the para-Colic gutter to the caecum 
fj> i9<j&\ 9 ^i9\ .... i\jSp$- w» Cub 9 ow\/l\ dxi) li\ 9 axW „9 9) 
Investigations : Q h 1 II ^ ,op 6xcli» 

* Plain x-rau abdomen ERECTS air under diaphragm 

* US. CT S Fluid in peritoneum 

* Aspiration test-> Bile stained alkaline fluid 

** NB: Serum amylase may be elevated (800 somogi) 

* For Complications^ CBC, KFT, Electrolytes 




ReSUSCitation & Monitoring^ Ryle, line, cather, fluids, monitoring .. 

I 

EMM ERGE NCY OPERATION: 

PERITONEAL TOILET 
■ 

ACC. to general condition 

— I 



<£oot> 

I 



- 1 

BAD 



IX) 00 

Vagotomy Partial 
&■ Drainage gastrectomy 

Then Draining the Peritoneum, Good Post-operative care 



Simple closure by 

Omental patch 
(Graham's method) 
+ Biopsy if GU 



SUB-ACUTE PERFORATION 

Perforation after 48 hours from Activity Mass 
Investigations -> U/S 
TTT: 

y Conserve until mass subsides then surgical TTT 
X If abscess: Drainage-> conserve until mass 
subsides->surgical TTT. 



CHRONIC PERFORATION 

Pt. with PU who refused 
surgery-^ Pain becomes 
persistent & radiating to back 

TTT: DU^ Vagotomy, 

Pyloroplasty..GU-^Gastrectomy 



goMpucAnoHs of peptic ulcer 

3 categories : 

1) Mild bleeding -> granulation tissue 

2) Moderate bleeding -> Small vessel 

3) Severe bleeding -> Gastro-duodenal Artery 
Clinical picture : 

■ C/O^ History of Ulcer followed by Hematemesis, Melena, BPR 

■ 0/E-» Shock, Anemia, Epigastric tenderness 
Investigations : 

■ Urgent Gl Endoscopy after resuscitation 

■ If failed^ Angiography 

■ Laboratory-* CBC, KFT, LFT, Electrolytes 

T^eAtMeHt: 

r 

R&M-> Ryle, line, cather, fluids, monitoring ... 

I 

URGENT END09C0PY 

(Laser coagulation, thermal coagulation, 
Injection of alcohol ) 
I 

■ IV omeprazole 

■ Antacids 

■ NG lavage by cold saline 

\ 

QURGICAL TTT (Bleeding >2L, Failure of TTT) 

■ DU-> Vagotomy, Pyloroplasty, under running 
sutures for hemostasis, Gastroduodenal 
artery may require ligation 

■ GU-> Gastrectomy 



fibrous Contracture 



DO: pyi0KlCSTEl4osiS 

Ogjjjjxc lm> |jjU CHP9 Jl ojjui 
g isgJb yJJ DU ojjLx jjlg n >->g 
0! Ln^' IIIJ CO OJ.JL3 xu ..ojJLoxJI (jjuULoXjo 
{jjjjJIg LqJ ^IjjJJ 9 digjuLo ojUoj » o * 




Dilatation 




Delayed 
emptying 



Exclude 
malignancy 



CBC 
KFT 

Electrolytes 



TTT of Chest infection 

Fluid & Electrolytes imbalance 

Blood transfusion 

Diet 

Gastric lavage 



OP*Ef^Al^Ol4 ^ Truncal vagotomy 

Gastro-jeujenostomy 



(SO: HouptQuAss SnroiMCH 



pECURKEttr peptic ulcer 



EHology : 

4 ipi| "i J ZE8, Hyperparathyroidism 
4 ■"■iii ff f j^iiim. Criminal N. of Grassi, inadequate 
gastrectomy, drainage 

* niq%i,|<iihit. NSAIDS, Corticosteroids 

Most important investigation is to Q 

* ZE Syndrome-^ Gastrin 

* Hyperparathyroidism -> Calcium, Phosphorus 

* H. Plyori ->C, 4 Breath test, serology 

* Gastric Function tests->[ 

11 llg oxsLi bailor l^UI culoiJI ligjiil 



EARCH FOR THE CAUS 



i 



INSULIN TEST (HOLLANDER'S TEST) 




Co 















Micro-aerophilic, Spiral, Flagellated 
Most common Bacterial infection in humans 

Diagnosis : 

a) Gastric biopsy -> Culture on Skirrow's medium 

b) Antibodies in serum 

c) Carbon (C 14 ) Breath testr ^C02 
Treatment: TRIPLE THERAPY 

Omeprazole, metronidazole, Clarithromycin 




5U^I-T00M5 : #T ?W£ I % 

OJAhfcfeR STOMACH 

INCIDENCE: 

2 nd most common tumor 

Age &■ 9ex -> Male, 45 years 
PREDISPOQING FACTORS: 

Chronic lesions^ H.Pylori, Atrophic Gastritis, Benign tumor 
Chronic irritation -> Spicy food, Spirits, Smoking 
Hereditary : 

- Family history, Fatal, Pernicious Anemia 

- Blood group "A", Bad prognosis 
PATHOLOGY: 

■ SITE -» Most common site is LOWER 1/3 ... (60%) 

■ MACROSCOPIC : 





Site 


Differentiation 


CAULIFLOWER 


in Body & Fundus 


well differentiated 


ULCERATIVE 


In Pylorus, lesser curvature 


Moderately differentiated 


INFILTRATING 


Diffuse 


Poorly differentiated 


COLLOID TYPE 


- PRIMARY -> MR 

■ SECONDARY Ec 


|g|g|j|g ,, BAD PROGNOSIS'* 



■ MICROSCOPIC : 

1J ADENOCARCINOMA (95%) 

2) Squamous cell carcinoma 

3) Anaplastic carcinoma 
JAPANESE CLASSIFICATION: 



EARLY 



■ Limited to mucosa, submucosa 

■ 5 years survival -> 90% 

■ Diagnosed by .. 
"SCREENING PROGRAMMES" 



LATE 



■ Involves muscularis mucosa 

■ 5 years survival -> 10% 




SPREAD: 

■ Direct -> Duodenum, Esophagus 

■ Blood -> Liver "BLBL" 

■ Lymphatic -> lately Virchow LNs+ + 

■ Transcelomic: 

1) Krukenberg's tumor (Ovaries) 

2) Blumer's Shelf (douglas pouch) 



of camcer stomach 

TYPE OF PATIENT: 

Male, 45 years 
CLINICAL PICTURE 5 GR0UP9 



DY9PEPGIA CACHEXIA MA89 


M:Vii:Tlfmf.71 




■ Unexplained 
dyspepsia to Meat 
>2 weeks 

■ Resistant to TTT. 

■ Pain becomes 
persistent. 


Loss of 
appetite & 
weight 


DD: 

■ Cancer stomach 

■ Cancer colon 

■ Cancer Pane. 

■ Hepatoma 


Dysphagia, 
Vomiting 


Liver 
metastasis 



INVE8TIGATI0N9 

■ DIAGN08I8 : 

■ Upper Gl endoscopy &■ Biopsy 

■ Barium Meal: 

1) Irregular filling defect, Ulcer niche out of Ulcer-bearing area, Linitis plastica. 

2) In Trendlenberg's position -> shows Fundus containing Irregular filling defect 

3) Post -evacuation -> Carmen meniscus sign 

■ STAGING -> Endo-Luminal U/G, Abdominal U/S, CT scan 

■ FOLLOW UP ± TUMOR MARKERS (CEA, CA 19-9, CA 72-4) 

■ PRE-OPERATIVE ± CBC, KFT, LFT, Electrolytes 
TREATMENT 



OPERABLE 


IN-OPERBLE 


TOTAL 

Radical 
Gastrectomy 
(Japanese Qchool) 


■ Adenocarcinoma -> Radio, chemotherapy Insensitive 

■ If Resectable -> Palliative Partial Gastrectomy 

■ If Irresectable -^Palliative Gastro-jejunostomy, Celestin tube 



^^^^ , »i w + w A ~^^^m 

■ UPPER 1/3: Esophago-gastrectomy, anastomosis 
by Esophago-jejunostomy by Roux-en-Y 

■ MIDDLE 1/3: Total Radical Gastrectomy, 
Esophago-jejunostomy by Roux-en-Y 

■ LOWER 1/3: Lower Radical partial Gastrectomy, J 
Anastomosis by Polya or Polya with valve 




❖ The normal pressure of the L09 is 
30-40cm H 2 

*> Nissen ,Belsy .Hill operations all are effective 
for TTT of GE reflux 

❖ Surgery is the best line for TTT of ulcerative 
carcinoma at cardia of esophagus. 

❖ In diaphragmatic inflammation, pain is 
referred to C3 - C5. 



QTOMACH & DUODENUM 



❖ Congenital atresia of duodenum usually involves neighborhood of ampulla of vater 

❖ Gastrin secreting G cells are present in pyloric antrum 

❖ Regarding the location of gastric ulcers : A- type 1 :ulcer along the lesser curvature 

❖ B-type 2 :2 ulcers present -one gastric ,one duodenal 

❖ C-type3: pre pyloric ulcer 

❖ D-type 4: proximal gastro-oesphageal ulcer 

❖ Incidence of recurrent ulcer is the highest with Gastro-enterostomy 

❖ Deterioration of patients after gastro-jejuno-colic fistula is due to Jejunal 
contamination by colon content 

❖ Gastro-jejuno-colic fistula is best diagnosed by Barium enema 

❖ Diffuse B cell lymphoma is the commonest variety of gastric lymphoma followed by 
MALT 

❖ Stomach is the most common site for lymphoma in the GIT 

❖ Most of MALT lymphoma are low grade malignancy 

❖ GI8T: 

1- Are known previously as leiomyoma and leomyosarcoma 

2- Originate from interstitial cell of Cajal, Stomach is the most common site 
for it is appearance {50-70%}followed by small bowel then Esophagus 
.colon and rectum 

3- Surgery is the definitive therapy for it and the only effective Non-surgical 
therapy for it is Imatinib mesylate 

❖ Krukenberg tumor of ovary is common with colloid carcinoma of the stomach 

❖ Leather bottle stomach occurs due to Scirrhous form of cancer stomach 

❖ The land mark distinguishing pyloric canal from 1 st part duodenum is veins of Mayo 

❖ Bariatric surgery could be appropriate for patient with a BMI of 35 to 40 with no co 
morbidities or BMI of 30 to 35 with significant co morbidities such as DM 

❖ There are 3 major types of weight loss surgeries being done for morbid obesity : 

- Restrictive bariatric procedure which includes 

1. Adjustable gastric bands 

2. Vertical band gastroplasty 

- Malabsorbtive weight loss procedure 

1. Biliopancreatic diversion 

2. Duodenal switch 

- Mainly Restrive Mildly Malabsorbtive bariataric procedure 

1. Roeux en Y gastric bypass 





KEYSlo.. „ 



0E9PHAGU8 



1. Mostly obese female more than 40 years old 
presents with retrosternal chest pain simulating 
anginal pain increases with fatty food and lying flat 
, decrease by standing upright. 

2. Old male complaining of continuous rapidly 
progressive dysphagia more to solid than fluids and 
regurgitation. 

Cancer esophagus. 

3. Old male complaining of dysphagia and swelling in the neck, when he compresses this 
swelling regurgitation of undigested food occurs. 

Pharyngeal pouch 

4. Male or female middle aged complaining of dysphagia to fluids more than solids of 
gradual onset intermittent course of long duration and postural regurgitation of 
alkaline foul smelling fluid. 

Achalasia ofphe esophagus. 

5. Male or female presents with sudden onset of severe dysphagia, sever chest pain, 
mediastinal emphysema and dyspnea. 

Esophageal perforapion. 



8T0MACH & DUODENUM 



1. Male or female with history of smoking, spicy food (or any PDF) presents with 
sudden severe epigastric pain and hematemesis. 

AcuPe erosiye gasp rip is. 

2. Male 25-40 years good health complaining of burning or stabbing pain 2-3 hours 
after meals above the umbilicus relieved by eating. 

Chronic duodenal ulcer 

3. -Male 35-45 years usually thin complaining of burning or stabbing abdominal pain 
immediately or 1\2 to 1 hour after meals in midline or just to the left relived by 
fasting or vomiting. 

Chronic gaspric ulcer. 

4. Old male with unexplained dyspepsia resistant for treatment for more than 2 weeks. 

Cancer spomach. 




- Cancer esophagus Aetiopathology, prognosis, C/P, 
Investigations, treatment 

Kasn JOOr.Kasn 20fl, 



- A mother brings her — years old child to the ER with history 
of corrosive ingestion: Describe the first aid , sequelae and 
definitive management 

(asr.2009 

- GERD : C/P &■ management 

Airt sham: 2004, Azhar F-. 2009 

- Achalasia of the cardia 

Azhar F 20 t> 



STOMACH: 



- Complications of chronic DU, PU, surgical TTT, Clinical picture, 
Management 

Azhar F 2003, 2005 - Azhar M 2006, 200i, 
Azhar F 2009, Azhar M 20t) 

- Cancer stomach: Presentation, Cases, Diagnosis, Treatment 

Azhar F 2009- Kasr 2003, 
Azhar M- 2005, kasn 2003 

- CHP9 

Azhar F 20t> - Mar M-. 2009- 
Airt shams: 2009 -Kasr 2003 

- Pyloric Obstruction in adult 

"C/P, Investigations, complications & Treatment" 

Ain sham. 2009 
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SURGERY 



TOPICS DISSCU8SED IN THIS CHAPTER: 



■ Liver trauma 

■ Liver Infections 

■ Pyogenic liver abscess 

■ Benign Liver tumors 

■ Hepatocellular carcinoma 

■ Liver Metastasis 



Predisposing Factors 

Liver enlargement: This makes it more liable to trauma. 
Diseases of the Liver: which make it soft. 

Etiology 



2 nd M08T COMMON 80LID 
ABDOMINAL ORGAN TO BE 
INJURED (8PLEEN 18 THE 1 st ) 



Open: 



Closed: 



Gun-shot wounds. 
Puncture due to stabbing. 




- Direct trauma: e.g. motor car accident &• falling from a height. 

- Indirect trauma: fracture ribs. 

- Spontaneous rupture: with pathological liver. 
■ Iatrogenic: e.g. PTC or liver biopsy. 

Pathology 

Types of ruptured liver: 

Sub-capsular hematoma. 
Superficial tear(s). 
Deep tear(s). 

Avulsion of a pole of the liver. 
Complete depulping of the liver. 

Injury of a vascular pedicle-^ The most difficult injury is main hepatic veins 
Hemobilia. 

Complications 

1. £|3iil2liliJifiI$l3 (Internal or external) 

2. Infarction of liver tissues due to occlusion of liver blood supply by hematoma or abscess. 

3. Billiary leakage -> billiary peritonitis 

4. Associated abdominal or thoracic injuries. 

Clinical Picture 

History of trauma to the upper abdomen or lower chest followed by abdominal pain. 
General Signs (picture of hypovolemic shock) 

1) Rapid weak pulse, hypotension & subnormal temperature. 

2) Cold extremities & pallor. 
Local Examination 

- Inspection-^ Bruises in the Rt. Hypochondrium, Fracture of the Rt. lower ribs, Rigidity. 

- Palpation-^ Tenderness & guarding in the Rt. Hypochondrium, Rebound tenderness. 

- Percussion-^ shifting dullness. 

- Auscultation -> 4« intestinal sounds. 

- DRE-> Fullness in the recto-vesical pouch & Douglas pouch. 
INVEQT IOATIONQ: 

[I. TUMHUI tfJ ! II fitilii 1 1 I iffl Oiffli j 1 1 -> free blood & hematoma, pathological types and 

injuries to other organs. 
Plain X- ray: 

Fracture ribs, Elevated Rt. copula of the diaphragm, Obliterated psoas shadow, Multiple fluid levels. 
Selective hepatic angiography 

Diagnostic peritoneal lavage (DPL) ... (If there's NO time for other investigations) 
Laboratory investigations^ KFTs, LFTS, FBS, electrolytes.CBC. 



Treatment 

Management of poly-traumatized patient (ATL8) 

Pre-hospital management .... ABCD 
Hospital management 

■ Primary survey: ABCD 

■ Secondary survey: 

j Head to toe examination. 
D Resuscitation & monitoring. 

□ AMPLE History. 

□ Investigations 
Preoperative Preparation 

■ Blood transfusion and morphia 
Immediate Laparotomy 

■ Adequate exposure of the abdomen 

■ Systematic exploration of the abdomen. 

■ Dealing with different types of injury 

■ The priority is to arrest bleeding: 

- Temporary packing of the bleeding area 

- PRINGLE'S MANEUVER + fresh frozen plasma. 



SUTURING LIVER TEARS SHOULD BE AVOIDED 



(If deep tear-> deeply placed mattress sutures supported by a pad of omentum) 

■ If Hematoma^ ligate damaged vessels and ducts and excise dead tissues. 

■ Multiple intra-peritoneal drains: to avoid collections of blood and bile. 

■ Prophylactic antibiotics. 

N.B. 

1) If hemo-dynamically stable patients. Blunt trauma^ CONQERVATIVE TTT 

Close observation of vital data, Hb\4 hours and daily U\8. 

2) Penetrating injuries -> Exploration 



Prognosis 

Mortality rate of liver injury ^15 - 20 %. 
if three organs are injured -> 70% 



HyDAni> DISEASE AMoebiC A^SCe^ 



ORGANISM : 

Echinococcus granulosus 
Echinococcus Multi-locularis 
HOSTS : 

Human is an accidental intermediate host 

Cats & dogs are definitive hosts 

PATHOLOGY: 

8ITE: ... Right lobe 

NUMBER .... Solitary 

LAYERS OF CYST: 

1) Adventitia (PERICY8T) 

2) Laminated membrane Separated from adventitia by 
line of cleavage (ECT0CY9T) 

3) Germinal layer (ENDOCYST)..(8colices, broad 
Capsule, Daughter cysts) ' J 

4) Hydatid fluid ... HIGHLY ALLERGIC M 
CLINICAL PICTURE: 
Type of patient ... ugjJJUJ .... ( • 

C/0-> Most common is Asymptomatic 

-> Chronic pain, swelling in Hypochondrium 
O/E : Swelling, Hydatid thrill 
COMPLICATIONS: 
Rupture 

■ Biliary tree-> Obstructive jaundice 

■ Peritoneum -> Anaphylactic shock 

■ Hepatic veins-> 8ystemic affection 

Malignant Hydatid ... WITH E. MULITL0CULARI8 
Calcification 
INVESTIGATIONS 
DIAGNOSIS 

- Serology (Complement fixation, hemagglutination , 
Casoni-intradermal test, Immunophoresis) 

- U/S ... Site, size, Number 

COMPLICATIONS-* ERCP(Obstructh/e Jaundice) 

TREATMENT uiujgjJLui 

Pre-operative (MEDICAL) Mebendazole 

400mg x3/day for 1 month 
Sterilization of cyst by partial evacuation 

or injection of Colloid materal 
OPERATIVE -» Enucleation of cyst+ 

Omentoplasty 
P08T-0PERATIVE^ Albendazole 

400-GOOmg xS/day for 1 month. 
TTT. Of complications 



ORGANISM : 

Entamoeba histolytica 
PATHOLOGY: 

SITE.. .Right lobe, Postero-sup. segment 

NUMBER .... Solitary 

Amoebic hepatrtis-> Amoebic Abscess: 

■ Not a true abscess 

■ Amoeba exists in wall 

■ Contains ANCHOVY SAUCE 
CLINICAL PICTURE: 

.. Like acute cholecystitis .. 
Type of patient ... YOUNG MALE .... 
CP. : MAJOR PAIN + MINIMUM FEVER 
Attack of desentery MAY NOT be obtained 

FATE: 

ESjZnMBIiBIHE 

Chronic'rty 

COMPLICATIONS: IflliaflllH (Peritoneum, 
pleura, pericardium, points to skin ) 

INVESTIGATIONS 

izi U/8, CT scan~> No, site, size 

Metronidazole test 

Isolation from Liver, stool 

Stool analysis 

Plain x-ray ^ elevation of 

Rt. Copula of diaphragm, 

Rt. Sided pleural effusion 
TREATMENT 

MEDICAL -> Metronidazole 800mg 

x3/dau for 10 daps 
SURGICAL: 

1) Aspiration U/S guided 
Undercover of metronidazole 

2) Open drainage 



2 nd M09T COMMON 90LID 
ABDOMINAL ORGAN TO BE 
INJURED (SPLEEN IS THE 1 8T J 



ETIOLOGY: 

PREDI9P08IG FACTOR8 

Old age, DM, Immuno-compromized, Pre-existing liver lesions 
SITE 

■ RIGHT LOBE > left lobe 

■ IF MULTIPLE ABSCESSES -> Phlebitis, suppurative cholangitis, Septicemia 
ORGANISM: 

G-ve aerobic rods, Streptococci, Anaerobes 
MAIN ROUTES: 

1) PORTAL VEIN -> portal pyemia, Neonatal umbilical sepsis 

2) HEPATIC ARTERIES -> Septicemia. Syste mic pyemia 

3) BILE DUCT -> FiMiMMM«rt!fflMMflMKl (MOST COMMON) 

4) DIRECT EXTENSION S Sub-phrenic abscess, Empyema thoracis, 

Penetrating wound, suppurative cholecystitis 

5) 2ru INFECTION -> of Hydatid cyst, Amoebic liver abscess, Tumor 
Clinical Picture 

CP of CAUSE + CP of ACUTE CHOLECYSTITI8 ...(fever, malaise, RT upper quadrant pain) 

COMPLICATIONS: 

Direct extension to surrounding 
Rupture 

INVESTIGATIONS: 

CBCS Anemia. ^TLC. ^ESR 

LFT -> Trans-aminases, ALK. Phosphatase, Serum bilirubin, Serum Albumin 
U/S , CT -> Number, site, size of abscesses 
U/S Guided aspiration + C&S 
TREATMENT: 

If multiple small abscesses-> Broad spectrum Antibiotics 
If Large >4 cm 

1) U/8 guided percutaneous aspiration + insertion of Tube drain 

2) Open surgical drainage. 
Treatment of cause 

PROGNOSIS 

Mortality 18-20 % 



Patient-^ Female in Menstrual age, on OCPs. 
PATHOLOGY: 

■ Macroscopic-> Multiple soft well 
circumscribed, yellow, fleshy tumors 

■ Microscopic-^ Sheets of mature 
hepatocytes, Mimic nodular hyperplasia 
of cirrhosis 

C/P-> Pain, swelling in the right hypochondrium 
COMPLICATIONS: May turn malignant (rare) 
INVESTIGATIONS: 

■ CT "TRIPHASIC" 

■ Abdominal U/S , Angiography 

■ BIOPSY Confirmatory 
TREATMENT: 

■ If <2cm -^Spontaneous regression 
occurs after stopping OCPs 

■ If large-> Localized resection 



MOST COMMON BENIGN TUMOR OF LIVER 
LIVER IS THE MOST COMMONLY AFFECTED ORGAN 



PATHOLOGY .... Cavernous 
CP-> Asymptomatic 
INVESTIGATIONS: 

■ U/S^ HYPER-ECHOIC 

■ Angiography, CT with contrast 



Small, asymptomatic^ Follow up 
If complicated -> Excision 




:: NOT A TRUE NEOPLASM :: 
ETIOLOGY .... Unknown but ma y be due to "OCPs" 
PATHOLOGY^ Pathognomonic " k^dHiNAltW&M 
IN VESTIGATIONS: 

■ - ifl 1 1 1 ill I 'f E * '^W-^M - ^ diagnostic to differentiate between benign 
adenoma or lry metastatic cancer 

■ CT SCAN -> detects stellate scars 



Stop OCPs 

If malignancy is suspected^ Exploration, & Frozen section is taken 



4k 



HEPATOMA" 











PDF : 

Hepatitis ( B>C ) 

Liver cirrhosis ^J^2^S3!^21^^^^^E^^^^^^E*" 

Aflatoxins 

Biliary atresia, Alpha 1 anti-trypsin deficiency 
Adenoma (rare) 

PATHOLOGY: 

!ViACRO-> Mass with infiltrating edge+ areas of Hemorrhage, necrosis 
, ] MICRO-> Adeno-carcinoma, High vascularity (Hepatic artery) 

SPREAD: 

DIRECT: Qtomach, Colon ... 

LYMPH: Porta hepatisS Coeliac-> Thoracic ductS Left supraclavicular 
EI BLOOD: BLBL 

CLINICAL PICTURE: 
TYPE OF PATIENT : 



Patient with liver cirrhosis^ RAPID DETERIORATION 

(Jaundice, hepatic encephalopathy , Hematemesis, Ascitis) 



EI GENERAL 8IGN9 : Cachexia, Jaundice, Enlarged supraclavicular LNs 
El LOCAL 8IGN9 : 

- INSPECTION-* Enlarged 

- PALPATION -> Irregularity, tenderness, Localized mass 

- PERCUSSIONS Ascitis 

- AUSCULTATIONS MAAMOUN SIGN.. (Murmur) ... 

- OCCULT PRESENTATIONS "PARAMALIGNANT Polycythemia, FUO, Hypoglycemia 
INVE9TIGATI0N9: 

El DIAGNOSIS 

-U/S , CT scan 



Fl BR LAMELLAR TYPE 



Variety of massive form 
Affects NON- CIRRHOTIC 

young females 
BETTER Prognosis 
,0 MICR09COPICALLY: 

Multiple fibrous septa 
(resembles FNH) 
-ve Alpha Feto- protein 
(MARKER IS 
CAR BOXYPROTHROMBI N) 
+ve PARAMALIGNANT « 



-TUMOR MARKERS -> : W) Yl U ll tl 1 1 \l It] fl 1 1) VA (More specific), Alpha feto protein 



-HEPATIC ANGIOGRAPHY ...Through Hepatic arteryS Qhow Characteristic ^vascularity . 
El STAGING -> Chest x-ray, CT Scan 

El FOLLOW UP -> Carboxy prothrombin, Alpha feto protein (N: 0-10 ng/dl) .... 500ng/dl 
El PRE OPERATIVE -> CBC. LFT, KFT. FBS 



TREATMENT 



HEALTHY 

Liver 
resection 



CIRRHOTIC 

Liver 
transplantation 



CHEMOTHERAPY 
MONOCLONAL Antibodies 
Cryo-surgery 
Thermo-ablation 
Percutaneous Ethanol injection 



uVer Metastasis 



MOST COMMON MALIGNANT TUMOR IN EGYPT 



ETIOLOGY: 





REACH THE LIVER VIA ... 


■ Stomach, Breast, kidney 


□Portal vein.. MOST COMMON.. J 


■ Colo-rectal , lung 


■ Hepatic artery 


■ Pancreas, ovary 


■ Lymphatics (BREAST) 


■ Melanoma 


■ Direct extension 


■ 2ry Carcinoid tumor from Small intestine, Bronchus 





UMBILICATED NODULE 



^ (central necrosis) 



PATHOLOGY: 

■ Multiple, 

■ Adenocarcinomas 

■ 90% of cases -> Have Tumor deposits in other organs 
CLINICAL PICTURE: 

■ CP of lry tumor + Hepatomegaly, ascites, Jaundice 
INVESTIGATIONS: 

■ CBC: Anemia 

■ LFTs: -tALK. Phosphatase, 1 s Serum Bilirubin 

■ TUMOR MARKERS 

■ U/S, CT, MRI, PET-scan -> MflfefflMiMirgfl ... Number, site, size of metastasis 
TREATMENT: 

5! 



NCE LIVER METASTASIS OCCURS^ TUMOR IS INOPERABLE] 
.Except COLO-RECTAL TUMOR (MAX. 3 METASTASIS AT THE SAME SITE). 



NON-resectable tumors 

1) Chemotherapy 

2) Monoclonal antibodies 

3) Sectorial portal vein Embolization 

Resectable tumors ... Colo-rectal tumors ... survival rate 35% 



May be up to 60-70% resection if metastasis 
occurs on top of healthy liver. 



■ Completely resectable Primary tumor 

■ Solitary liver metastasis , 

■ <4 but Confined to ONE lobe 

■ Liver is the only affected organ with metastasis 
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HYPERTENSION 



TOPICS DI8SCUSSED IN THI8 CHAPTER: 



■ Paf hology &• Clinical picture of Portal 
hypertension 

■ Management of esophageal bleeding 



Portal Vein thrombosis 
Compression with a cyst 
A-V malformations 



N.B. 



■ Normal Pressure = 7mmHg 

(8-12 cm H20) 
• Portal HTIM= >20mmHg 

(25-30 cm H20) 



Bilharzial Periportal 
fibrosis 

Congenital Fibrosis 
Infiltration of portal 
tract by abnormal 
cells (LYMPHOMA) 



* > 

■ Liver Cirrhosis ■ Veno-occlusive disease 



BUDD CHIARI $ 

IVC obstruction 
Right ventricular failure 
Constrictive Pericarditis 
Tricuspid Incompetence 



f>ATViou3Cfr of PORTAL HVPePCiBl^iotJ : 

■ P0RT09Y9TEMIC ANA8T0M0SIS 

1) Between lower end of esophagus & fundus of stomach 

2) Around umbilicus .... "CAPUT MEDU9A" 

3) Between Lower end of rectum & Anal canal "ANO-RECTAL VARICE9" 

■ 9PLEN0MEGALY 

Congestive, due to RE9 hyperplasia, Hypersplenism or 9plenic vein Thrombosis 

■ A9CITI9 

Hypoalbuminemia + Portal hypertension + Na, H20 retention + Wheeping liver 

■ C0NGE9TIVE GA9TR0PATHY 



BUDD CHIARI $ 



Triad of : 
ABDOMINAL PAIN +AQCITIQ 
+ H EPATOM EGALLY 
CAUDATE lobe is spared 
TTT: transplantation 




LIVER CELL FAILURE 



Cft-ftjlCAt. MClURE OF 




* At lower end of esophagus &■ Fundus 
of stomach 

* Between Esophageal veins from LEFT 
GAQTRIC V. & Esophageal veins from 
AZYGOUS, HEMIAZY00U9 



* History of hematemesis, melena, BPR 

* Cause of death -> Ruptured Varices 



Congestive splenomegaly 



Spleen is the capacitance of 
portal circulation 



O Hypersplenism 
Q Splenic vein thrombosis 



Porto-systemic Anastomosis 
occur around fundus of stomach 



At lower end of rectum & 
Anal canal 
* Between 9up. Rectal veins 
& middle, inferior rectal V. 



* Abdominal Enlargement & Pain 

* Mass in LEFT hypochondrium 

* Preserved notch 

* Complicated by 2ry hypersplenism 
-> Thrombocytopenia 



HEMORROIDE8 ARE 
USUALLY PRIMARY 



* Around Umbilicus 

* Between Para- umbilical 
vein 8r Superior, inferior 
epigastric veins 



NO Splenomegaly in Supra- 
hepatic causes of P+ + 



ENDOSCOPIC GRADING 
OF PORTAL HTN: 



■ GRADE I: Just elevation of 
mucosa by dilated veins 

■ GRADE II: Elevated tortuous 
veins with Normal mucosa in- 
between 

■ GRADE III: Elevated tortuous 
veins with abnormal mucosa 
in-between 

■ GRADE IV: Erosion, Ulceration, 
j Shows CHERRY RED 8P0T8 
| (impending rupture) 



* 
* 



Dilated veins around umbilicus 
Palpable thrill 
Venous hum 



Due to hypo-albuminemia 
Portal hypertension is a 
localizing factor r> Ascitis 
precox then LL edema 



IN M li\ iltlU MlJIa III : 



FOR DIAGNOSIS 

- Fiber-optic Upper Gl endoscopy., detection & grading of esophageal varices 

- Detection of portal hypertension.. Duplex scan, Abdominal U/S (>13mm = PH) 
FOR THE CAUSE 

- Urine, stool analysis .... Bilharzial ova 

- Sigmoidoscopy.... Visualize Bilharzial lesions, take biopsy ships 

- Cystoscopy... visualize Bilharzial lesions 

- Hepatitis markers, Liver biopsy after assessment of PT, PC 
FOR COMPLICATIONS 

- KFTs: To Exclude hepatorenal failure 

- LFTs: (serum albumin, PT, concentrates, Serum Bilirubin, ALT, AST 

- Detection of Hypersplenism: CBC, BM examination, Radioactive isotope studies 




■ CLINICAL PICTURE: 

Variable degree of Shock, Hematemesis, Melena, Picture of Cause (Bilharziasis, Crirhosis) 

■ INVESTIGATIONS: UPPER Gl Endoscopy 

■ TREATMENT: 

1) Of Shock, of Encephalopathy, of Hematemesis 
1) If Medical treatment failed ... SURGERY... 

3) TREATMENT IN BETWEEN ATTACKS 

4) TREATMENT OF PAST HISTORY OF HEMATEMESIS 

5) TREATMENT OF SPLENOMEGALY ON TOP OF PORTAL HYPERTENSION 



TOEArMEtfTOF ACTIVE, BLEEDltJGi 



-t- 



: (fjLojSLo Qjlolj + iSjLc 

O Hemostatics, Fresh 

blood , plasma 
O IV Vitamin K 
O NO Morphine 



ENCEPHALOPs 



ijjgj (yo fixii \ iii i 

Ryle -> Gastric lavage 

UL3J U-D ,0X11 \ III I 

Enema / 2 hours 

rl mi uJLt ,d.i i>slgj © 
Enteral Antibiotics 

(Neomycin lgm/6 hours or 
Metronidazole 250 mg/day) 
Oral Lactulose 10-30 ml/day 

joJIi^a Ammonia 
Arginine - sorbitol, Flumazenil 



PRESSURE THIN BLEEDING 

Vasopressin WALL TENDENCY 

(Glypressin 
is better J 



Blood 



* Injection 9clerotherapy 

* Balloon tamponade 



ISUNGSTAKEN-BLAKMORE 
ube, MINNESOTA' tobef 



Until Injection is ready or if 
there's residual bleeding 



IIJ!U»1[^lJWi'Jli'il/!llq>' 



-> SURGICAL TTT. 



DEVA8CULARIZATI0N: Hassab operation 
RECENT TREND8 : Percutaneous Trans-hepatic obliteration of 
varices, Trans-jugular intra-hepatic porto-systemic shunt " TIPQQ" 



INBETWEEN ATTACK8 



uljjuuJI jJLd g J-i) Jjujlx g uxotui g uxigjJ 

©Concentrated glucose 20% 
©Vita-^ K 
©Protein restriction 
©Liver support 
©Propranoirv 
©Injection sclerotherapy 



PH W1H NO PA8T 
H180TRY OF BLEEDING 



Liver support 

Jjj Jjuhx g QjjgjJ 
Selemarin 
0TTT. of the cause 



RUPTURE 8PLEEN ON TOP OF 
HYPERSPLENISM 



Dti .uooularization 




■ Rupture of spleen 

■ Splenomegaly 

■ Hypersplenism 

■ Miscellaneous topics 



DONS : Q[ %m$y VMfc i 



WFmJKE OF ^ 


PIEE 




1 


8pleen is the most common organ to be injuries in an abdominal trauma 



ETIOLOGY 

CLOQED TRAUMA: Direct, Indirect, Spontaneous 

OPEN TRAUMA: Gun-shots, Puncture, Iatrogenic (Gastrectomy) 

PATHOLOGY 

Subcapsular hematoma, superficial tears, Deep Tears, Avulsion of 
pole of spleen, Complete depulping of spleen, Injury of a vascular pedicle 

TYPE8 OF RUPTURE 8PLEEN: 

Fatal 

Delayed (minor trauma pass un-noticed... subcapsular hematoma... Rupture after weeks ) 
Classic type 

OF f*L)PfUfcE gPtEEfrl 

(8hock-> Lucid interval-^ Internal Hemorrhage) 

8TAGE OF 8H0CK 

■ GENERAL signs: Tachycardia, Hypotension, Hypothermia, Urine output 

■ LOCAL: 

□ Inspection ... Ecchymosis, Bruises, Fracture of ribs, Abdominal distention 

□ Palpation ... Rigidity, Tenderness, Rebound tenderness 

□ Percussion ... Shifting dullness 

□ Auscultation ... ^Intestinal sounds 

DRE ... Fullness in Retrovesical pouch, douglass pouch 
8PECIAL SIGNS 

? Referred pain in Lt shoulder , hypersthesia from diaphragmatic irritation 
32 Shifting dullness on Right side (free blood) + Fixed Dullness on Left side 




(Clots, hemat oma) 
X miUi'IiM'l (late) 

INV ESTIGATIONS : 

0[)[-'I^»ii;i»?;Vi (better than peritoneal lavage)-^ show hematoma, free peritoneal bleeding. 

U/S, CT replaced "DIAGNOSTIC PERITONEAL LAVAGE" (used when there's no time) 
Arteriography (diagnostic & therapeutic) 

©Plain x-ray -> Elevated left copula of diaphragm + indentation of Fundic air bubble 

+ Obliteration of Lt psoas shadow 
LABORATORY -> CBC, KFTs, FBS, Electrolytes 
TREATMENT 

POLYTRAUMATIZED PATIENTS RESUSCITATION & MONITORING 

In adults -> urgent laparotomy & Splenectomy 
In children: 

1) Splenic preservation... (Total or Partial splenectomy, Splenic A. ligation, Embolization ) 

2) Vaccination (pneumococcal), Post-op penicillin 



RECENTLY: SPLENIC CONSERVATION IS BETTER EVEN IN ADULT TO ^RISK OF INFECTION 



BACTERIA: Typhoid, 
Paratyphoid, TB, 
Pyogenic, Abscess 
VIRUQ: IMN 
SPIROCHETES: $ 
PARASITES: 



Bilharziasis, Hydatid 
cyst, Malaria, Kala 
azar 



6U^!-T00N5 £?IT l &c 



DISEASE 



Leukemia 
Anemia 
Polycythemia 
!TP 

Hemolytic 
anemia 



MOST COMMON 
IS LYMPHOMA 



Hemangioma 
Fibro-sarcoma 



Portal Hypertension 



Gaucher's 
disease 
Amyloidosis 
Rickets 



HUGE SPLENOMEGALLY 



(Enlargement of spleen Crossing Umbilicus) 

■ Myeloid leukemia, Chronic leukemia 

■ Thalassemia Major 

■ Amyloidosis 




ETIOLOGY: Idiopathic 
CLINICAL PICTURE: 

1) sUWBCs ... Fever, Frequent infection, Oral Ulcers 

2) sUPIatelets ... Petichae, Ecchymosis 

3) sURBCs ... Pallor 
INVESTIGATIONS: 

CBC-> Pancytopeni a, ^Reticulocytosis 
BM -> Hyperplasia 
TREATMENT: Splenectomy 




■ Felty's disease 

■ Still's disease 



■ ETIOLOGY: Secondary to portal hypertension 

■ TREATMENT: Splenectomy + Vasoligation 



MlgCteiUfrlEoaS TOPICS 

MOST COMMON CAUSE OF NEOPLASTIC ENLARGEMENT OF SPLEEN IS LYMPHOMA 



HEREDITARY 




AUTOSOMAL DOMINANT 
Increases RBC permeability to Na, H 2 
CLINICAL PICTURE 

Young adult with Q 
0|_ 

(Hemolysis occur at 0.6% N. Saline) 

0f 

TREATMENT 



NEMIA 30 B STONES 



+VE OSMOTIC FRAGILITY TEST 



RET! CU L0CYT08IS 



Sblenentomu &• transfusion 



tt>»OPAlHK2 
thwdMboCytdpeiJiC 

Cause splenomegaly in 25 % of 
cases 
Treatment: 

ACUTE : Platelet transfusion + 

Prednisolone + IgG 
CHRONIC: Conservative 
IF FAILED: Splenectomu 



ANEMIA IMPROVED W ^Pt£l4BC?TOM < / 



Spherocytosis , Elliptocytosis 
Thalassemia 

Hypersplenism associated anemia 

Pyruvate Kinase deficiency 

Acquired autoimmune Hemolutic anemia 



Hodgkin disease, Acute leukemia, Felly $ 



r 



elective spibMectdMv: 

Hypersplenism 

Staging of Hodgkin 

Treat Splenic cyst, Tumors, Abscess 

All Hemolytic anemias except "Sickle cell anemia" 



ETIOLOGY: 

Anaplastic anemia 
DIC 

Hypersplenism 



ost -splenectomy ISN'T a caus 





•TWEET 



LIV 



ALT is not included in child's classification of liver failure 
The Distal spleno renal shunt {Warren shunt} is a selective 
shunt that preserves good hepatic portal perfusion and 
associated with lowest risk of hepatic encephalopathy 
Common problems occurring with use of balloon tamponade y 
for control of variceal bleeding are Pneumonia, Aspiration of 
nasopharyngeal secretion, 

Re-bleeding following removal of the tube and Esophageal 
ulceration or perforation NOT GA9TRITI8 
Radio-nucleotide scanning can be useful in diagnosis of FNH 
Regarding HOC TTT: 

Liver resection for 1 lesion, child A/B. 
Liver transplantation in child C with 1 HCC < 5 cm. 
- Ablation in single HCC < 2 cm, child B & 2 - 3 tumors < 3 cm. 
Traditional chemotherapy is generally ineffective, causes many side effects that may severely impair 
quality of life. 

Mechanism of action of ethanol when used in ablation of liver tumors is: 
Coagulation necrosis of tissues. 
Thrombosis of B.V. 
4* Platelet count. 

For Budd Chiari $, liver transplantation is an effective treatment. 

Intrahepatic biliary lakes with stone characterize CAROLI'9 DI8EA8E 

IN TTT of HCC radiofrequency is successful in tumor <5cm 

About TACE {trans arterial chemoembolization}: 

Very effective in TTT of HCC, cholangiocarcinomas, Metastatic colorectal tumor 
Cannot be used safely given in patients with compromised liver function 
Patency of portal vein should be evaluated carefully before it 
Liver function has to be taken into account while instituting TACE 

Close proximity of HCC to bile duct or portal vein is a contra-indication for Radiofrequency Ablation as 

TTT 

The most feared complication of Denver shunt is DIC 

Von Willebrand factor is synthesized by endothelial cells not by Liver 

Factor 7 has the shortest half-life ,5-7 hours so measurement of factor 7 level are useful for 
determining liver failure 



8PLEEN 



Head of pancreas is not common site of accessory spleen while the common sites are splenic hilum Jail 
of pancreas and transverse mesocolon 

■ Most common site for splenunculi is the Hilum of the spleen 

■ During the acute attack of ITP Steroids, IG, Platelet concentrate are TTT options while splenectomy is 
not a mode of TTT 

■ IN ITP Platelet counts rise to adequate level is in 60% to 80% of patients who undergo splenectomy 

■ The following 5 causes of hemolytic anemia are amenable to splenectomy: 

Hereditary spherocytosis 
Thalassemia 

Acquired autoimmune hemolytic anemia 
Pyruvate kinase deficiency. 
Hereditary elliptocytosis. 

■ The M09T COMMON CAU8E of neoplastic enlargement of spleen is LYMPHOMA 



1. Patient lives in endemic area presents with picture 
similar to acute cholecystitis but with major pain 
and minimal fever. 

Amoebic liyer abscess. 

2. Patient presents with picture similar to acute 
cholecystitis but major fever, malaise and right 
upper quadrant pain. 

Pyogenic liyer abscess. 

3. Patient with history of liver cirrhosis presents with rapid deterioration of health and 
exaggeration of pre-existing hepatic condition with elevation of alpha feto-protien more 
than 500 ng\dl. 

fiCC {kepapoMa) 

4. Patient with history of liver disease and previous injection sclerotherapy presents with 
massive hematemesis and shock. 

Ryppure esophageal varices. 

5. Patient with history of trauma to upper abdomen or lower chest followed by abdominal 
pain and referred pain to the left shoulder. 

Ryppure spleen. 




TAKE YQUi 
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GALL BLADDER 

SURGERY 



TOPICS DI8SCU9SED IN THIS CHAPTER: 



■ Gall bladder stones 

■ Management of Cholecystitis 

■ Management of Obstructive Jaundice 



Female, fatty, forty, fertile, filthy, flatulent 

^7 



j-j3 l&l^... IgJwu l&j^ OwJJf 

(Biliary colic) ^^Jl c-iis 




lfcl.il 3 <ulc 

Antispasmodics 



Chronic cholecystitis 




4cL> 1 2 o JuoJ 



Acute cholecystitis 



n 




(Biliary dyspepsia) s yy 3 J**j u^^l jUic LS s> e «9 jri ea" : 4J 



Obstructive jaundice Jwu9 CBD J! ^ 4*a s^-a^J! ^yio-o 

Jj**? 3 o^** 3 * Ir 3 *" ^3*ij 



Biliary colic J I ( os_b 



A Sudden Severe Colic in 
Right Hypochondrium 
radiating to right shoulder 
& Back 

* Precipitated by Fatty meals 
& Relieved by 
Antispasmodics 

* May be accompanied by : 

■ Nausea & Vomiting 

■ Reflex symptoms 
(Reflex retrosternal pain) 



n 



Ascending cholangitis Jp*z 3 jjs-j ^ 
Charcot's triad 



.. pbVl (Ojj ^ 

Reynold's pentad 




INCIDENCE 

20% of females >40 years 
Females:Males = 3:1 



NORMAL BILE 8ALT/CHQLE9TER0L RATIO 25/1 
H IF IT 4* TO 13/1 ... PRECIPITATION OCCURS 



ETIOLOGY: 

Metabolic : 

■ Bile salts/ Cholesterol 

^Dietary fat, Crohn's disease (interrupted entero-hepatic 
circulation),^ Hepatic synthesis (Liver cirrhosis) 

■ ^Bile pigments.. (Hemolytic anemia) 

Infections: E.Coli, Typhoid., form Nidus & Change PH 
Bile stasis 

TYPEQ: 







BILE 
PIGMENT 




Inoidence 


8% 




80 % 


components 


cholesterol 


bilirubin & Ca 


Cholesterol + 
CaC03, 
Calcium 
bilirubinate, 

bile salts, bile 
pigments 


Size 


Large 


small 


0.5- 2.5 cm 


Shape 


Rounded 


Irregular 


Faceted 


Surface 


Mammilated 


Smooth 


Number 


Single, multiple 


Multiple 


Color 


Yellow 


Dark green 


Yellowish 


Consistency 


Hard (Floats) 


Soft 


Hard (sinks) 


Cut section 


NO Nucleus + 
NOT laminated 


HOMOGENOUS 


NUCLEUS + 

laminated 


X-ray 


RADIOLUCENT 




RADIO- 
OPAQUE 



OB&Tf&X£not4 

Hartman's pouch-> 
Biliary colic, mucocele 

CBD^ Obst. Jaundice, 
White bile 

Ampulle of vater-> 
Pancreatitis 



MlGftAMoN 



1 

<A££RAnot4 



CJholeCVSto- 

dHOiEOoCHAt 
FtSuIUV 

tAirotzi $ 



CIholecvSto- 
FISTULA 

■ Gall stone ileus 

■ Female > 70 yrs. 

■ Airobilia 



1 

CiHoLECySro- 

COUCJ FtsnJtA 

■ Passes with stools 
TREATMENT: 



I 

Compression of 
CBD by stone in 
Hartman's Pouch 

TREATMENT: 



0B0TRUCTIVE 

JAUNDICE 
I 



1 

Fistula between 
GB, CBD 



TREATMENT: 

■ Remove stone 

■ LATER ON: 
Cholecystectomy & 

Repair fistula 



Proximal 
Colostomy 
- LATER ON: 
Cholecystectomy 
& Repair fistula 



■ ERCP, sphincterotomy 

■ Remove by dormia basket 

■ LATER ON: 

Cholecystectomy & Repair fistula 



(SAM- BLADDER 



FOR DIAGN08I9: 

- ABDOMINAL U/8 (of choice) 
(Detects size, thickness of G6, presence 
of stones, diameter of CBD, intrahepatic 
biliary dilatation) 

■ Plain X-ray .. 10-15% of cases 
FOR COMPLICATIONS 

■ LFTs.. NORMAL 
(if 1 s Bilirubin, Alkaline Phosphatase 

-> Stone in CBD} 

■ KFTs.. BUN, Creatinine 







i * 



m 



WAIT & WATCH 

Except: 

- Diabetic patient 

- Congenital 
hemolytic anemia 

- Patient undergoing 
Bariatric surgery 

- Young fit patient 

n 



PORCELAIN GAL 
BLADDER 





TIT OF 



CHOLECYSTECTOMY 



ACUTE CHOLECYSTITIS 

- Patient with mass-> 
Conservative TTT then 
Cholecystectomy 

- Patient without mass-> 
URGENT Cholecystectomy 

ACUTE PANCREATITIS 

- Conservative TTT 

OBSTRUCTIVE JAUNDICE 

- ERCP & Sphincterotomy 
Revmove with Dormia 
Basket 

- IF SUCCEEDED: 
Laparoscopic cholecystectomy 

GB ILEUS 

- Resuscitation, 
monitoring 

- Deal with the stone 
(Crushing of stone, 
Milking to pass iliocaecal 
valve, Removal by 
enterostomy, Resection & 
Anastomosis) 



MAHAGeMeUt of C^OLECft/Smig 



PATIENT 



SYMPTOMS 



BILIARY COLI 



Sudden, severe 
Colicky pain 
Right upper quadrant 
Referred to Rt. Shoulder 
I s by fatty meals 
by antispasmodics 



6F female, forty, fatty, filthy, flatulent, fertile 



FAT DY9 PEPSI 



Recurrent attacks of biliary colic + 
Reflex symptoms 



GENERAL 8IGNS 



LOCAL SIGNS 



SPECIAL SIGNS 



B High Fever, Tachycardia 



Acute abdomen max. at Rt hupochondrium 



HI Inspection - ^ rigidity 

HI Palpation-^ guarding, tenderness, rebound 

tenderness 
HI Percussion-^ -VE 

HI Auscultation-> decreased Intestinal sound 
Hi DRE-> -VE 



+VE Murphy's sign 



* l^JJlJlJJJ^Jiy (Hyperesfhesia between 9*, 11"' rib) 

* GB MASS (difficult to palpate) 



SAINT'S TRIAD 



Chronic calcular Cholecystitis, 
Hiatus hernia, Diverticular disease 



HWILKIE'S TRIAD 



Chronic cholecystitis, Chronic 
PU, Chronic appendicitis 



8igns of Saint's triad (CC.HH.DD) 
or Wilkie's triad (CC, PU, App.j 



COMPLICATIONS 



GENERAL Toxemia, septicemia, pyemia 



LOCALLY 



HI Empyema, Mucocele 

HI Chronicity 

HI Spread of infection 

(Cholangitis, Cholangio-hepatitis, Pancreatitis) 
HI Perforation Peritonitis, fistula 

HI Jaundice (Cholangitis, Mirrizi $, stone) 

HI Emphysematous cholecystitis 

(Clostridia welchii, old diabetic pt., 
x-ray-> gas inside lumen) 



HI Acute exacerbation on top of 

chronic 
HI Stones 
HI Cardiac link .... 
HI Porcelain GB & cancer GB 



INVESTIGATIONS 



HI U/8 .. Hyper-echoic stone, Hypo-echoic GB 
HI Plain x-rau .... Radiopaque stones, gases 
HI HIDA scan ... visualization of CBD, not GB 
HI Exclude IHD, pancreatitis: ECG, Serum 
Amylase 



HI U/S.... shrunken, fibrotic GB 
HI Dynamic U/S -^Detect Function 
HI Plain x-ray... Radiopaque stones 
HI For complications^ LFT, ERCP 
HI Exclude saint's triads 

endoscopy, Barium meal 



TREATMENT 



HI See later 



Cholecystectomy. 



tit of acJOte CHcnftfy&nrig 



A 



NO GB MA99 

URGENT 

Cholecystectomy 



WITH GB MA99 



Conservative TTT. 

I 1 \ 

IF MA99 IF EMPYEMA 
REQOLVED OCCURQ 



EI SemHting position 

EI Stop oral feeding->Ryle 

EI Antispasmodics 

El Sedatives : pethidine 

El Antibiotics : Quinolones 

... # Cephalosporin e& 
EI Monitoring for vital data 



Cholecystectomy Cholecystostomy till improvement 
Cholecystectomy after 6 weeks 

+ TTT. OF COMPLICATION ... 



DONS : (ft ^ i ^ 

MAMAQeMeHtof 




Type of patient 
Symptoms ; 



S Jaundice 

H Urine dark, frothy 

E Stool .... offensive, clay 

HI Biliary colic .... 

E Fever ....Charcot's triad 

13 Itching., (labile salts) 



| GENERAL SIGNS : 

® 1 s Temp (if associated 

with cholangitis) 
Bradycardia 
S Hypotension 
S Jaundice 

Purpura, eohymosis 



m Jaundice 

■ilMtisJa^gtJJti^i. intermitterrl 
@ Biliary colic: 

■ Rt. hypochondrium radiating 
to shoulder, back 

■ 1 s with fatty meals, s|/ with 
anti-spasmodics 



LOCAL S IGN8_ 
13 Gallbladder 
@ Liver 
13 Spleen 



INVESTIGATIONS: 
LFT 




13 Jaundice ... 
Gradual onset, Progressive course 



EXCEPT IN PERIAMPULLARY 
CARCINOM 



m 

(1 or 2 rem issions occur) 
8 Pain is fllTH 



3upra-clavicular LNs enlargement 



distended, Tender 
enlarged , tender (metastasis) 
Enlarged 
+ 

Ascitis , PRE for Krukenberg Tumor 



Bilirubin 
SGOT, 8GPT 
Gamma GT, 5-NT 
PT 



2) Urine 



1 s direct bilirubin 

No rise unless cholangio-hepatitis occur 
1 s gamma-GT. 5-Nucleotidase 
Prolonged PT 



3) Stool 



4) BUN, CBC 

5) Abdominal U/S 



'f direct bilirubin > 10 mg% 



Dark colored, frothy 



Clay colored, bulky offensive 
+ NO sterco-bilinog en 



NO URO-bilinogen 



6) ERCP, PTC 



7) Special inv. 



'TBUN, * TLC 



Dilated intra-hepatic biliary radicals + Dilated CBD 



Diagnostic and therapeutic. 8howing stone, malignancy.. etc 



Treatment 



Intra-operafive Choledoscopy 
Intra-operative 
cholangiography 
Post-operative T-tube 
cholangiography 



See later 



Barium meal-> widening of C-curve 

(In peri-ampullary carcinoma-> 

inverted 3 shape) 

For staging-* CT scan ... mass in 

pancreas, metastasis 

Follow up-* Tumor markers (CEA, 

POFA. PCAA) 

Pre-operattve-> CBC.KFT.ABG 



See later 



TTT. OFCAU20lARC>fcgrmiX£n\/k 
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Correct clotting dysfunction 

Vitamin K IV 

13 Fresh Blood transfusion 

Guard against LCF 

1 s Glucose intake 

Broad spectrum Antibiotics 

Guard against Renal failure 

Hydration 
IV mannitol 
Oral bile salts 



iftbchhiqUe 

t£ AVAILABLE 



ERCP sphincterotomy 
Removal of stone by 
Dormia Basket 

Cholecystectomy 



Correct clotting dysfunction 

Vitamin K IV 
Blood transfusion 

Guard against LCF 

4 s Glucose intake 
Broad spectrum 
Antibiotics 

Guard against Renal failure 

Hydration 
IV mannitol 
Oral bile salts 



Endoscopic 
stenting 



FIT FOR 
L 



Whipple 
operation 



Ifrl-OFEftABiE 

8tent& Triple anastomosis 



1) Gastro-jejunostomy 

2) Cholecysto-jejunostomy 

3) Jejuno-jejunostomy 



m 



T=VTTC 77:* . slT jI 



A/AU-ABLE or fA\let> 

EXTRACT*?*! of stoHe 



Cholecystectomy 

Cholydocholithotomy 

Intra-Operative Choledoscopy 

■"■ Vi ri rH I g i§Q3 <Le3J 

Insertion of T-tube for 10 days then Intra- 
operative Cholangiography 

9PECIAL PROCEDURES 

If Impacted stone, stricture, Inaccessibility: 
Choledocho-duodonostomy 
(Better^ Jejunostomy - Roux en Y ) 
MI98ED 9T0NE: 

1) ERCP, Qphincterotomy, Extraction of 
stone by dormia basket 

2) T-Tube for 1 MONTH, Choledoscopy 

3) Dissolution Therapy : Qaline 

+ Heparin +Chenodeoxycholic acid 
+ Zylocaine 




TOPICS DI8SCUS8ED IN THIS CHAPTER: 



■ Pancreatitis 

• Miscellaneous pancreas conditions 

■ Carcinoma of Pancreas 



PANCkeAtttis 

Auto -digestion of Pancreas ... ojuuLaj J4Lu uuUjdijJI 




Bile duct stones 



ETIOLOGY: 

Most common cause is | 
02 nd most common: Alcoholism, Idiopathic, ERCP, trauma 
CLINICAL PICTURE: 

Male Patient, 50-60 years, History of Biliary 
dyspepsia, alcoholism, or trauma complaining 
of MAJOR SYMPTOMS + MINOR 8IGN8 
C/0 : Repeated vomiting, 

Severe epigastric pain radiating to back 



RELIEVED IN PRAYER POSITION 



O/E: 



□ 



GENERAL: Fever, Tachycardia, Signs of MOF 
(Cyanosis, shock, jaundice) 
LOCAL: Mild tenderness, rigidity, Cullen sign, 
Grey turner sign, Pseudo-pancreatic cyst, 
Shifting dullness, ^Intestinal sounds 
COMPLICATIONS: 

Most common Complication -* ^ 
Pseudo-pancreatic cyst. Pancreatic abscess 
INVESTIGATIONS: 
0FOR DIAGNOSIS: 

M Serum amylase I ^' j ^-' i ^i ^ j t v 100-300 somogi 
unif/dl) 

a) Pancreatitis >1000 somogi unit/dl 

b) Rafter 5 days -> measure Urine amylase 
M Serum Lipase -> I^^J^m^ldiSi 

y CT scan -^Accurate for Localization 

* x , -raii-> :n«mii?iwngtiaM[n« 4- ^IMZIIIEEE 

BSH 

0FOR CAUSE: Abdominal U/S 

0FOR COMPICATION8: CBC, ABO. KFT, LFT, FBS, Serum Ca 
TREATMENT... CONSERVATIVE 

1) Resuscitation, monitoring 

2) Analgesics (# Morphine), Antibiotics 

3) NPO, NG suction 

4) Respiratory support ... Ventilation ... 

5) Re-assessment by ERCP 
SURGICAL TTT only if indicated, TTT. Of cause 



1 1 } I A MA iltV I ;I>1 J ?H I M 4 :Vi 

Doubtful diagnosis-* Explore the abdomen 

Late cases-* Remove Necrotic tissue detected by CT 

Complicated cases (Left sided PH-^Hassab's operation) 



ETIOLOGY : 

Persistent alcoholism 

Diseases of CBD .. stone, cholelithiasis 

CLINICAL PICTURE: 

TYPE OF PATIENT : Male, 40-60 years 
TRIAD OF : 

1) PAIN ... Epigastric pain, radiating to the 
back, Recurrent ^ by leaning forwards 

2) DM. 

3) MALABSORPTION ... Loss of wt„ 
Weakness, steatorrhea 

INVESTIGATIONS: 
RADIOLOGICAL: 

1) Plain X-ray abdomen -> Calcification 

2) U/8, CT scan, ERCP^ Chain of Lakes 
LABORATORY : 

1) Fetal Elastase level ... NEGATIVE... 

2) Lundh'stest 

3) Glucose tolerance test ...DM... 

4) 5 days Collection of Fat excretion 
TREATMENT: 

CONSERVATIVE : 

■ FOR PAIN. .Stop alcohol, Give analgesics 

■ FOR DM .. diet, insulin 

- FOR MALABSORPTION : 

■ Pancreatic extract, H 2 receptor 
antagonists, restriction of Fat up to 25% , 
Supplement of Fat soluble vitamins 

SURGICAL: 

■ Cutting greater Splanchnic Nerve 

(If Pancreatic tail is affected) 

■ ERCP -> TTT. Of stricture 

■ If Tail is affected -> Distal pancreatectomy 

■ If Head is affected -> Whipple's Operation 



BAD PROGNOSTIC MARKERS 

RANSON's CRITERIA 



Age >55y ears 
FBS >200mg% 
0WBCs >16.000/mm 3 

08GOT >250 U% 



ERUM LDH >3B0 lU/ml 



Base deficit>4mEq/L 
Estimated fluid 

sequestration >6L 
08erum Ca +2 <8mg% 
0HCI 4^>10% 
BUN 5mg% 



Wtl£C!EtWto4EOUg TOPICS 



INSULINOMA 



(Tumor of beta cells of islets of Langerhans) 



Whipple's triad 



1) Hypoglycemia 

2) 0<45mg/dl 

3) Improvement by Glucose 
Investigations : 

y ^Insulin 
A 1^C-peptide 
y Localization by CT scan 



Glucose <45 mg/dl ..DURING ATTAC 



2 



GLUC0N0MA9 



?m>.'. > ^ CXxl>- j ^Jb \^>\mt> i)\£AS- Gkj>i-V-H ^U&) UCU^A 

EJfl + IWSWMBBIllWIIHffllBI 

Diagnosis: Glucagon assay, CT scan 



Cholera resistant to TTT 
WDAHA syndrome 




6j\^*dl ,^9 6yQ>- <j ~fijaS\ oJjS- oCU/a 

DM 
GB8 

Achlorohydria 




LUNGER ELLISON $ 



2 types: 

a) Type l: Hyperplasia of G-cells 






Diagnosis : 


EXTENQIVE PU 


■ 


RECURRENT 






ULCER 


l 


STEATORRHEA 


, Diarrhea, Bleeding, 



perforation 
Investigations : 
■ Localization by CT scan 







Gastrin level 


Normal : <150 ng/L 


>500 ng/dl| 





9? Omeprazole 

9R Surgery according To CT Angiography 

■ If detectable in Head -> pancreatico- 
duodenectomy 

■ If detectable in Body & tail-> Distal 
Pancreatectomy 

■ If Not detectable -> Gastrectomy 



PANCREATIC 
PSEUDOCYST 



DEFINITION: 

Collection of pancreatic secretions & 
inflammatory exudates within a lining 

of inflammatory tissue 
ETIOLOGY: 

Acute pancreatitis.. 10% 
Pancreatic trauma 
Posterior Peptic ulcer 
8ITE: 

Lesser sac between pancreas & 

stomach 
CLINICAL PICTURE: 
SMALL Painless , may be 

discovered by follow up by U/S 
LARGER Discomfort, swelling 

(Painless, Pulsating, Fixed) 
INVESTIGATIONS: 
U/8. CT MOST ACCURATE 
Barium meal-> Forward 

displacement of stomach in lateral 

view 
TREATMENT: 

Resolve spontaneously 
If persistent >6weeks, >6cm-> 
Cystogastostomy (for drainage) 



ClAfrClflotAA of PAHCkeAS 

ETIOLOGY: ... UNKOWN but may be due to High protein diet, High fat diet, Qmoking, Alcohol 
PATHOLOGY: 

■9ITE ...From ACINAR, i fll M 1l\ W.tj 3 1 *>'] ... Major duel system 

■MACRO... mass infiltrating edges, areas of Hemorrhage, Necrosis 

■MICRO... Poorly differentiated Adenocarcinoma 

■8PREAD: Direct, Lymphatic, Blood, Transcelomic 
CLINICAL PICTURE: 

CitoJOfe* HEAD OF PAfrfcJfcEAS 



(PERIAMPULLARY CARCINOMA) 



ELDERLY MALE WITH RAPIDLY PROGRESSIVE PAINLESS JAUNDICE 



(COURVOI9!ER*9 LAW) 



Obstructive Jaundice ... Painless, Progressive, Olive green 
Hepatomegaly, Distended palpable OB 



CAriCtett BODY ORTAW- 



In PERI AMPULLARY 

Carcinoma 



ROUQSEAU'S SIGN 

ROISER'S SIGN 



1 or 2 remissions of 
Jaundice occur 



OCCULT MANIFESTATIONS (U sual presentation): 

■ Thrombophlebitis migrans ... 

■ Enlarged LEFT supraclavicular LNs ... jj 

■ Metastatic manifestations , Loss of Weight 
COMPLICATIONS: 

■ Obstruction^ Malignant Obstruction Jaundice, Hematemesis, Melena (due to left sectorial PH) 

■ IVC obstruction^ Lower limb edema 
INVEQTIAGTIONS 

FOR DIAGN09I9: 

LFT .... Direct bilirubin, N. 8GOT. 9GPT , Prolonged PT 
9TOOL .... Clay colored, bulky, offensive, No stercobilinogen 
URINE .... Dark colored, frothy, NO urobilinogen, 1 s Direct bilirubin 
U/8: Intrahepatic biliary dilatation (if there's extrahepatic biliary obstruction) 
ERCP, PTC -> Biopsy, stent 
BARIUM MEAL -> Wide C-curve of duodenum 
9TAGING: 

END09C0PIC U/9 -> Degree of invasion 

CONTRA9T ENHANCED 9PIRAL CT 9CAN -> Allows targeting FNAC of lesion 
LOW UP: TUMOR MARKER9 -» CA19-9 , CEA, POFA , PCAA 
PRE-OPERATIVE: 

- CBC, CXR, KFTs 



FOR 



FOL 





TTT of Cancer Pancreas 


\ 


OPERABLE 




INOPERABLE 



Pre- operative preparation for 

Obstr. Jaundice (see GB) 
SURICAL TTT: 

■ Whipple's operation 



Endoscopic stenting 
Triple anastomosis 



PROGNOSIS -> Extremely poor ... 5 years survival rate < 5% 



GALL BLADDER 
& BILE DUCT 



Indications for choledochotomy at cholecystectomy are: 

- Dilated CBD. 

- Raised ALP (alkaline phosphatase). 

- Palpable stones in CBD. 

- ERCP is easier in patients with bile leaks because biliary tree is usually not dilated. 
One of advantages of MRCP is to delineate anatomy post biliary enteric anastomosis. 
Anticholinergic drugs and vasoconstrictors don't increase the tone of sphincter of oddi 
CLONORCHI8 SINENSIS may cause cholangiocarcinoma 

Benign biliary duct stricture even a minor one can produce liver cirrhosis over time ,so it must 
be treated even if it is asymptomatic 



PANCREAQ 



DELTA CELLS not epsilon cells produce somatostatin. 

The standard supportive measures for patient with mild pancreatitis is IV fluid and electrolyte 
therapy only 

Serum amylase is not a component of Ranson's criteria and has no prognostic rule in acute 
pancreatitis 

Interpretation of Ranson's criteria: 

- Risk factors 3:1% mortality 

- Risk factors 3 - 4 : 15% mortality 

- Risk factors 5 - 6 : 40% mortality 

- Risk factors >7 : 100% 



Cjrr (3) 

QUESTIONS 




Calcular obstructive jaundice: Investigations, , Pre-operative 
preparation, Treatment 

(Kasr. 20H. 5 in shams: 2009, 2007 
Ain sham. 2007, Ain shams-. 2009 

Complications of Gall bladder stones 

( Ain shams-. 2002. 2004- Azhar h 2007,2005- 
Azhar AA-. 2009, 2007 200i, 2000 - 

D.D of obstructive jaundice, Investigations 

Ain shams -. 2005 , Azhar h 2005, 2009 

CBD stone: C/P, investigations & 111. 

Ain shams-. 20t> 

Acute choly cystitis: C/P, investigations & TTT. 

Ain shams-. 20i1 



GALL BLADDER 




1. 6F female (fatty, forty or fifty, fatty, fertile, flatulent) 
complaining of sudden onset of colic in right 
hypochondrjum radiates to the back for less than 5 
hours. 

Biliar/f colic 

2. 6F female (fatty, forty or fifty, fatty, fertile, flatulent) 
complaining of sudden onset of colic in right 
hypochondrium radiates to the back for more than 5 
hours e severe nausea and may vomiting. 

Acupe calcular cholecifspipis. 

3. Usually immunocomprmised patient complaining of sudden onset of colic in right 
hypochondrium radiating to the back for > 5 hours with severe nausea and vomiting. 

Aenpe non calcular cholecifspipis. 

4. GF female (fatty, forty or fifty, fatty, fertile, flatulent) complaining of recurrent attack of biliary 
colic and Murphy s sign is positive. 

Chronic calcular chofec/fspipis. 

5. 6F female (fatty, forty or fifty, fatty, fertile, flatulent) with history of biliary colic complaining 
of yellowish discoloration of the eye, dark frothy urine with bulky offensive clay colored stool e 
fever. 

Calcular obsprncpiye jaundice. 

6. Old male complaining of yellowish discoloration of the eye, dark frothy urine with bulky 
offensive clay colored stool with marked weight loss, usually a febrile. 

Ma/ignanp obsprucpiye jaundice. 



PANCREA9 



1. Male 50-60 years of age with or without positive history to biliary dyspepsia , excess alcohol 
intake or iatrogenic trauma complains of severe epigastric pain radiating to back and repeated 
vomiting but local signs are not severe and increase serum lipase. 



AcHpe pancreapipis. 

2. Usually old male or female presents with symptoms of peptic ulcer resistant for treatment or 
recurrent after treatment, with or without diarrhea and steatorhea. 

Ciasprinoma. {Zollinger Ellison Syndrome) 

3. Old male with rapidly progressive painless jaundice with or without distended palpable OB. 

Cancer head of pancreas. 



■ 
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SURGERY 



■ Appendicitis 

■ Argantafinoma 



88ED IN THIS CHAPTER: 



MOST COMMON CAUSE OF ACUTE ABDOMEN 



AGE&SEX GROUP 20 -30 yeans Male>female 



Rare in children 



Rare in Old age 



■ Serious -^80% perforate (late diagnosis) 

■ D.D. : 

> Non-specific Mesenteric 
Lymphadenitis 

> Deep iliac Adenitis 



High risk of perforation 



SUSPECT CANCER CAECUM 



ETIOLOGY: 



> ORGANISM ■» Ecoli (85%). staph, strept 

> ROUTE OF INFECTION Direct 

> PREDISPOSING FACTORS: 

■ 2/3 Obstruction 

■ 1/3 anatomical 



MOST COMMON & MOST IMPORTANT 



PATHOLOGY: 





Acute Obstructive (2/3) 


Acute non -obstructive (1/3) 


Catarrhal 


Mucocele 


Diffuse Inflammation 


8upp. 


Pyocele 


Diffuse Inflammation 


Gangrene 


Common 


Less common 


At Tip or at site of 
obstruction 


At TIP ONLY 


Generalized peritonitis 
(Rapid perforation) 


Localized Peritonitis 
(Delayed Perforation) 



fAib of AppeHD\cms 



CotApucAnotJs 



uocajjzed 



Bacterimia 

Septicemia 

Toxemia 

Pyemia 



PORTAL PYEMIA 



But Liable for 
recurrence 



I 

pew=oRArtoW 



© QITE^> tip of 
appendix, or 
at site of 
obstruction 
© SEQUELAE: 
Generalized 
or localized 
peritonitis 



mass . 



PAIN > 2 DAYS 

TEMP. > 38 

D : U/S 

TTT: Conservative 



08CHNER 8HERREN 
REGIMEN 



1) Semi-sitting 

2) Ryle, line, 
catheter, fluids 

3) Monitoring 

4) IV Antibiotics 
Appendectomy 

after 3 months 



CO 
I— 
_l 

CO 
LU 

a. 



ABSCESS 



S/S: 



Throbbing pain 
Hectic fever 
Tachycardia 



1) Muscle cutting 
incision 

2) Extra- 
peritoneal drain 

3) Antibiotics 



ChroMic 
AppetiDictrts 



S/S: 



Recurrent 

attacks of Pain, 

Dyspepsia 
Tender Right 

Iliac fossa 
DIAGNOSIS: 

Barium Enema 



Appendectomy 



DD: 



IBS 

Amoebic colitis 
Chr. Calcular 
Cholycystitis 
Crohn's Disease 



FtSlULA 



' Iatrogenic 

■ Drainage 

■ Crohn's 
disease 



MAQQ 






Persists 


FEVER 




-I s (hectic) 








'Mthrobbing) 






Appendectomy 


drain abscess 


1 nvestigate 




after 3 months 


+ Oschner 


for CANCER 






sherren 


CAECUM 






regimen 





CONDITIONS WITHOUT MAS8 



Children <10 years 

Elderly > G5 years 

Pregnancy 

Diabetics 

Patient on Purgatives 




Acute Pain : 

Colicky 

Peri-umbilical-» after 6-10 Hrs 

becomes in Rt. Iliac fossa 
Aggravated by movement or COUGH 
Anorexia , Nausea 



* 
* 
* 



o— 



Vomiting Once in 75% of patients 

Constipation 
Diarrhea may be Early OR IN: 
Pelvic appendicitis. 
Retro-lleal Appendicitis. 




.. &l*>lj 3«J <Uaj 3 j**ic Igaak ( _ g flJ ojbe^j y>yj Jjl^- JiiJI f lj 
Mcburney's point ^ ^>^l j**^ oUl j^jJU j-ly 



* Genreral Exam. 



Mild fever <38 
Tachycardia <100 
Local exam: 




INSPECTION 


■^Movement , Rigidity 


PALPATION 


■ Localized Tenderness 

■ Rebound Tenderness 

■ Guarding 


AUSCULTATION 


*l/ intestinal Sounds 


DRE 


PELVIC APPENDIX 



SIGN 


CASE 


EXPLANATION 


R0V81NG SIGN 


■CROSSED TENDERNESS fagii iSajU diil 1 


Shifting of gases from 
pelvic colon to 
caecum 




(Pressure On Lt. iliac fossa Pain on Rt. Iliac fossa) 


BLUMBERG'S SIGN 


■CROSSED REBOUND TENDERNESS fagii iSajJ {sjl ■ 


Localized Peritonitis 


HYPERA8THE8IA 
OF TRIANGLE OF 
8 H ERR EN 


(Remove hand from Lt. Iliac fossa-> Pain in Rt. Iliac 

fossa ) 


IN SUB-HEPATIC APPENDICITIS 


irritation of parietal 
peritoneum 


OBTURATOR SIGN 
(ZACHARY COPE) 


IN PELVIC APPENDICITIS 

(Pain on internal rotation of flexed Right thigh) 


irritation of obturator 
internus 


PSOAS SIGN 


IN RETRO-CAECAL TYPE 

Pain on Extension of right thigh 


irritation of Psoas 
muscle 


BALDWIN'S SIGN 


IN RETRO-CAECAL TYPE 
Raising Rt. LL -> pressure on Rt. Iliac fossa -> Pain 





TENDERNESS ON EXAMINATION 



Localized tenderness 

Rebound tenderness 

Crossed (Rovsing's sign ) 

Crossed Rebound Tenderness (Blumberg's sign) 




TA^es of Apretf Dicms 



Atypical 



LONG RETRO- 
CECAL 
APPENDIX 
(75%) 




T 



1 



Subhepatic 
Appendix 



According 
To PATIENT 





Child 




Old 


Pregnant 


Obese 







LONG RETRO- 
CECAL 
APPENDIX (75%) 
PELVIC 
APPENDIX 
(20%J 



PRE-CECAL (2%) 
POST-ILIAL 



H3 




SUB 



APPENDICITIS 



+ve Psoas sign 

minimal Pain & rigidity 

Ureteric colic, Hematuria 



+ve Obturator sign 

McFadden sign 

Dysentery & diarrhea 

ADDendix is felt in DRE 



Touch the psoas Muscle 
Caecum is present over appendix 
Touch ureter 



■ Touch obturator internus Muscle 

■ Touch UB 

■ Touch rectum 



Classic clinical picture 



Diarrhea followed by constipation (misdiagnosed as G.E.) 

No localization -> Generalized peritonitis 

© Affect lleo-cecal Vein ->Portal Pyemia 

Affect Appendicular artery (end artery) -> Gangrene 



Young patient 

Signs higher than McBurney's point 

Hyperesthesia at Triangle of Sherren 

Pain doesn't propagate to shoulder or back 



EGNi 
FEMALE 



No Localization 

pain displaces upwards 

Fate : 

1J Imperforate -» PTL 
21 Perforate -> Abortion 



Omentum is elevated 



Child , Old , Obese 



I>.t> 



SUBHEPATIC APPENDICITIS 


ACUTE CH0LY8TITIS 


Pt. is young 


GF 


Hyperesthesia at triangle of sherren 


Hyperesthesia between 9 th . 11 th 
ribs posteriorly (BOAS sign) 


Pain is not referred to shoulder or back 


Pain is referred to shoulder or back 



MAMAG^MeMt of AppEKDicms 



iNVfesnGAnoWs 



LABORATORY 


RADIOLOGY 


©Moderate 

Leucocytosis 
6 Urine analysis 
(To Exclude UTI) 


© U/S->diagnosis & exclude other diseases 

©CT with oral contrast 

©X-ray for perforation 

Laparoscope females in child-bearing period 



T*EAiMei*r 



UNCOMPLICATED 



COMPLICATED 



APPENDECTOMY 



I 

Appendicular 

mass 



Oschner sherren 
regimen 



Appendectomy 
after 3 months 



I 

Appendicular 
Abscess 

Ms. Cutting incision 
& Extra-peritoneal 
drainage 

u. 

Appendectomy 
after 3 months 



I 

Diffuse 
peritonitis 

Resuscitation & 

Monitoring 
© Exploration 
Appendectomy 
© Peritoneal toilet 
3 drains : 

1) Pelvic 

2) Hepato-renal 

3) Para-caecal 



1 — 

Portal 
pyemia 

Ligation of 
ileo-caecal 
vessels 

ABs 

TPN 



Cases 

Laparoscopic 
appendectomy 
in females in 
child-bearing 
period 



POQT-OPERATIVE: 

Regular analgesics, IV fluids, Fasting till return of intestinal sounds. 
Antibiotics (3 rd generation Cephalosporins) for 5 days. 



CiAFsCiNoiD tUMor of APPettoix 







MOST COMMON TUMOR OF APPEND! 



t the TIP 




From Argantafin cells (Kulchitsky cells) 

FT^^Til^fffiyflj! -> majority occur J 

ITSm ffnPfl?ffff! (metastases in 4% of cases) 

Discovered by routine Intra -operative Histo-pathological examination 

Primary tumor producing serotonin -> Destroyed in Liver -> NO Carcinoid $ 

Metastasis produce Symptoms due to entering of serotonin into circulation 
-» 

Treatment according to size : 



CARCINOID $ (BOUTS OF DIARRHEA, FLUSHING, BRONCHOSPASM) 



1) < 2 cm -> Appendectomy 

2) > 2 cm -> Right Hemi-colectomy 



PERITONEUM 

SURGERY 



T0PIC9 DIQSCUQSED IN THI9 CHAPTER: 



■ Acute Peritonitis 

■ 8ub-Phrenic abscess 

■ TB peritonitis, Mesenteric cyst, 
Acute Non-8pecific Lymphadenitis 



MOST COMMON 13 E.Coli 



Organism-> Gram-ve ([ 
Route of infection: Direct spread & Blood spread 



Factors faci litating Localization of infection 
Cavity is divided info 1 compartments 
(greater sac, lesser sac) 
4^ Peristalsis 

Greater omentum is adherent to inflamed 
structures 



BACTERIAL 




PRIMARY 
(SP0NTANE0U8) 



SECONDARY 



Unkown cause 
PPF : 

- \Ulmmunity 
JUjJI ii i i 

- Liver 
cirrhosis 
with ascitis, 
Chronic RF 

Mild FAHM, 
tenderness, 
Mild Rigidity 



DIFFUSE 



LOCALIZED 



n 

v 



INVESTIGATIONS: 

Leukocytosis 

US &• Peritoneal diagnostic aspiration 
-> Intra-abdominal fluid &• its nature 

X-ray abdomen -> indicate the cause, 
multiple fluid levels 




Resuscitation & Monitoring 
Exploratory Laparotomy : 

Incision, toilet, identification of cause, 
Drainage, closure 



Biliary peritonitis 
Meconium 
Peritonitis 





DIFFUSE 


LOCALIZED 


Symptoms 


General 


FAHM 




Local 


Pain 


& Pain 




Vomiting 
Distension 


S9 Swelling 




Constipation 




Signs 


General 


Pale, dehydration 
Fever, Tachycardia 


Fever, 
Tachycardia 


Inspection 


ALL OVER ABDOMEN 


Over affected 


Palpation 




part only 


Percussion 


- ve percussion signs 


Auscultation 


^Intestinal sounds (D 


sad or silent abdomen) 


DRE 


Fullness in Recto- 


-ve except in 




vesical pouch in 


Pelvic abscess 




males & Douglas 
pouch in females 





Acute peritonitis J I ,p9 h 



General: 



Fever, tachycardia, 
shock 

[inspect'iofT ^Abdominal 



Movement 



perftcial palpation [ Guarding 
eep Palpation! 
Tenderness, rebound 
tenderness 
fPercussiorT 



Shifting dullness 



Resonance if obstruction 
occurs 

^Intestinal 



* Auscultation 



sounds (Dead or silent abdomen) 
■ |DRE[ Fullness in 

■ Recto- vesical pouch in 
males 

■ Douglas pouch in females 




HEPATO RENAL SPACE OF MORISON 



Localized peritonitis Under Diaphragm 
Commonest space to be affected -> 
C/O : Pain & lllkVMIfn!! 
O/E: Scheme + .... 

* 222^3222 ' Tachycardia, Rapid deterioration of general condition 

* Pleural effusion(Rare): ^Chest movement , vl/Air entry, dullness 

* PALPATION: Tenderness over lower ribs 

* H3 j IE! [ » 1 j t^n i? i aw 

1) Resonant (lung) 

2) Dullness (pleural effusion) 

3) Resonant (Gas in abscess) 

4) Dullness (pus in abscess) 
Investigations : 

* 



CXR: 





NO SHIFTING 
DULLNESS 








flight sOtphrmtc KMC* 



H Elevated copula of diaphragm (^3MI£iSS»llilLlfliii2iIflliI) 
HI Pleural effusion (Homogenous opacity obliterating Costo-phrenic angle, rising 
Gas under diaphragm 
Treatment : 

9? Analgesics, anti-pyretics , antibiotics 
91 Percutaneous drainage (US or CT guided) 

9? Op en drainage 

-> ~ 



Extra-pleural Extraperitoneal Approach 



Htpalle Hrnntn . i- fi 

of colon • 



to axilla) 






P08TERIOR SUBPHRENIC 8PACE 


ANTERIOR SUBPHRENIC SPACE 




(MOST COMMON IS RIGHT SUBPHRENIC 






ABSCESS: HEPATO-RENAL ABSCESS) 




Right 


© Above, infront: Liver. GB 


space between : 




Post . Behind : 


diaphragm 




Upper pole of right kidney , right 
suprarenal gland , second part of 
duodenum 


Right lobe of liver 

To the right of Falciform ligament 


Left 


LESSER SAC 


Diaphragm 

Left lobe of liver, stomach, spleen 






To the left of falciform ligament 


Approach 
to abscess 








O Burst abscess & Loculi 
O Drainage 


O Burst abscess & Loculi 
O Drainage 



Commonest route : 
Commonest type is 
CP: 



INTESTINAL Tl 


3, TABES MESENTERICA 


ASCITIC TYPE 


■ 



YOUNG TOXEMIC PATIENT WITH RECURRENT ATTACKS OF FEVER, 
ABDOMINAL PAIN, DISTENSION, ABDOMINAL TENDERNESS 



I SAUSAGE SHAPED OMENTUM) 



Examination : 

■ Dough abdomen + Palpable mass 

■ Percussion : Ascitis 
Investigations : 

1. CBC -> Anemia, Lymphocytosis, ESR >100 

2. Laparoscopy -> Visualization & Biopsy 

3. US &■ Tapping for ascitis 

Treatment : SANATORIAL -> MEDICAL -> If failed: SURGICAL 



Commonest Cyst is 



9igns 



CHYLOLYMPHATIC CYST 

TILLAUX TRIAD 



Cystic swelling near umbilicus 



Crossed by band of 


/ x 

t \ 


Mobile across ."QyJMlTItl 


resonance of bowel 




root of mesentery 




iM-Uj iq ijxojJI n i h i uub ^ £jg g .jjj jgj oJLa jJg 
JIojuuJI ljlloJI n f ig-3 i^Jllll oib i^JLc ulLsljI |jj juu g oajIjJI 



:: SHIFTING TENDERNESS : 



WHEN TO SUSPECT??! ^fl 






Suspect TB Peritonitis? 




Young toxemic patient with Recurrent attacks of 
Fever, abdominal pain, distension, abdominal tenderness 






Suspect Pelvic abscess ? 




General manifestations of pus appear + mucous diarrhea & burning micturition 




Suspect Subphrenic abscess? 




Persistent Hectic fever following abdominal operation or an inflammatory lesion in abdomen 




INTESTINAL 

OBSTRUCTION 



TOPICS DISSCUSSED IN THIS CHAPTER: 



■ General Gcheme 

■ Primary intussusception 

■ Volvulus 

■ Adhesive 10 

■ Mesenteric vascular occlusion 

■ Paralytic ileus 

■ Miscellaneous Topics 



obstruction 

Most common cause of 10 in children, adults is external strangulated hernia (In Egypt) 
IZt Most common cause of small intestinal obstruction is Post-operative Adhesions (In USA) 



CLINICAL PICTURE: 

Symptoms -> Pain, distension, Vomiting &■ absolute constipation 



PARALYTIC ILEU9 19 PAINLE99 :: 



In Colonic obstruction : vomiting may be delayed for 1-2 days 
Absolute constipation may be absent in : 

Early cases 

Intussusception 

9trangulation without obstruction ( Richter's hernia, MVO ) 
Gall stone ileus 



Strangulation is suspected when: 



Pain becomes stabbing &■ is not 

relieved by Nasogastric tube 
General 0/E: Toxic, shocked 
13 Local 0/E: Surgical abdomen 
CBC: Leukocytosis 



INVESTIGATIONS for to 




CBC, KFT, Electrolytes 



PtAlN X-rVW 

ABDoWteti 



1 

Distended loops + special .... 



Multiple 
fluid levels 



Level of obstruction: 

Jejunum : Vulvulae conniventes 
(Mucosal folds crossing side to the other) 
Ileum : Featureless 
Colon : Loss of Hausterations 



1 

BAFUUtA ErtEtAA 

Intussusception : Claw sign 
IZI E.x. Sigmoid volvulus^ "Ace spade 
deformity" 



Ryle, IV line , Catheter , Fluid monitor 



NSERVArlVfc 



IV LINE : 

o Replacement of Lost fluid 

o Antibiotics 

NG 9UCTION: 

o Decompress bowel 

o ^ Risk of inhalation during 

induction of anesthesia 
CATHETER 

o Monitor urine output 

MONITORING 

o Vital data 



Adhesive 10 -> IV drip, NC suction 
lry Intussusception -> Hydrostatic 

reduction by Barium enema 
Sigmoid Volvulus -> Rectal Tube 



Exploration 

Determine level of Obstruction: 

- Above obstruction: Distension 

- Below Obstruction: Collapse 
Assessment of bowel viability 



I 

VIABLE 

Reduction 



I 

DOUBTFUL 

Cover by hot 
packs, Pure 
02 for few 

minutes then 
re-asses 



1 



tJofrl-VtA&B 



r 

31 



/ 



Resection, 
anastomosis 




Sedation 
NPO 

IV fluids 3 Liters Ringer lactate 



I 

U 

I ^ 

■per ur 
l 

Mikulicz 
Hartman 
Duddly 



ge of weaning {3-24 msj, 



during summer 



emMAey iMTUssasceimoH 

DEFINITION: 

It's invagination of Intussusoeptum into the Intussuscepiens 
PATHOLOGY: 

Most common site is [ * , W rl?foj> lW 

ETIOLOGY: ' 

IDIOPATHIC 

Possible cause -> ^] * 3 0CCU|, ' , ' r) S a * 
CLINICAL PICTURE: 

y TYPE OF PATIENT: Healthy male 3-12 months at the age of Weaning 
y SYMPTOMS : 

■ ATTACKS of Colicky abdominal pain ... 
(Crying, screaming, Drawing legs up)-> Improved in-between attacks ) 

■ VOMITING 

■ ABSOLUTE CONSTIPATION -> Passage of blood stained mucous 
per rectum 

y GENERAL: ...DEHYDRATION 
y LOCAL SIGNS: 

■ INSPECTION: Visible peristalisis, Distension of abdomen 
- PALPATION 

■ PERCUSSION: Tympanic resonance 

■ AUSCULTATION.-MAD abdomen 

■ DRE .. May feel apex of intussception-> Finger is stained with Mucus & Blood 
INVESTIGATIONS: 

PLAIN X-RAY ERECT (Multiple fluid levels) & SUPINE (detects distended loops) 

u/s eseieej] 

BA ENEMA -^Diagnostic & Therapeutic Wff^W*.'UW 
FOR COMPLICATIONS^ CBC, KFT, ELECTROLYTES 
TREATMENT: 



' Red Currant Jelly stools " ... NO CONSTIPATION 



INFANT HAVING 
COLICKY PAIN 
WITH PASSAGE OF 
BLOOD STAINED 
MUCUS PER 
RECTUM 
"RED CURRANT 
JELLY STOOL" 
NO CONSTIPATION 



Sausage shaped mass , Sign de dance " empty Rt. Iliac fossa" 



URGENT OPERATION AFTER PREPARATION 




* 
* 



Pre-operative preparation-^ IV fluids, Abs. NG suction, Catheter, Monitor 
If Early, non-complicated -> Hydrostatic reduction using barium enema 

(Success-^ Riling of terminal ileum, Caecum, Appendix) 
If Late , Complicated -> Surgical reduction by Squeeze method 
If gangrenous -> Resection & End to end anastomosis o^to 
If recurrent -> stitching of terminal ileum to caecum 
PROGNOSIS : 

* High mortality in Gangrenous lesions 

* 2% Recurrence 



* 



SeetofcJDAFs!/ \MtussceptioH 



(2ry to Polyp, lipoma, carcinoma, Meckel's div, H8P) 
TTT: resuscitation, surgical reduction & TTT of cause 



NO HYDROSTATIC REDUCTION 




VblYOu& 



Pelvic colon 



a 



9ITE9: 

Most common site 
PREDIQPOQINO FACTORS: 

Old patient, chronic, constipation, 
Narrow base & long mesentery 
PATHOLOGY: 
CLINICAL PICTURE: 
Type of Patient: 



ELDERLY CHRONICALLY CONSTIPATED MAL 



Symptoms: 

* Abdominal pain, 

* Distension 

* ABSOLUTE Constipation 

* — mm 

Signs: 

* INSPECTIONS Distension, Visible peristalsis 

* PALPATIONS Tense balloon of Volvulus 

* PERCUSSIONS Tympanic abdomen 

* AUSCULTATIONS MAD abdomen 

* DRES Empty Rectum 
COMPLICATIONS: 
Shock & Toxemia, peritonitis 
INVESTIGATIONS: Scheme + 

Plain x-ray supine: 
Ba enema: iBHl 
For Complications^ CBC, KFT, Electrolytes 
TREATMENT: as scheme + 

* PRE-OPERATIVE PREPARATION: 

Ryle, line, catheter, fluid, monitor 

* CONSERVATIVE TTT: 

If early, non-complicated S [T^HHlffB 
is tried, and then patient is prepared 
for elective Resection of sigmoid 
(SuccessS Gush of Gases & Fluid stools) 
a SURGICAL TTT: 

If late & Non-complicatedSColopexy to 
post abdominal wall (If short segment) 

* If Late & complicated S Mickuliz, Hartman 

* POST-OPERATIVE CARE: 

NPO, Sedatives, analgesics, IV fluids 



Twisting of Midgut in 



LOCKWI8E DIRECTION 




Patient : Infant 5-6 days old 
Investigations : Plain X-ray 

abdomen + Doppler US 
Treatment : 

A Resuscitation &■ 

untwisting of Volvulus 
A 2ry look procedure before 
removing of bowel 

(avoid Short bowel $ ) 




INCIDENCE: Most common 
cause of small intestinal 
obstruction is Adhesions 

ETIOLOGY 



POST-OPERATIVE 
(MOST COMMON) 



CLINICAL PICTURE: 

Same as scheme + Presence of scar or 

History of previous operation 
TREATMENT: ~ 



CONSERVATIVE (I 

uids, NO suction, Observation) 



A If failed >72hours, Complicated: 

Surgical interference 
A If Recurrent: Nobel's plication 



Occlusion of Superior mesenteric artery or one of its branches 
ETIOLOGY; 

- EBBHEIESOSIIBSI (MOST COMMON CAUSE), 
■ Arterial Thrombosis, Venous Thrombosis 
CLINICAL PICTURE: 

* TYPE OF PATIENT: Elderly (Thrombosis) or Young Adults ( Embolism) 

* SYMPTOMS .... ACUTE 10 + STRANGULATION 

■ Stabbing pain in abdomen not relieved By antispasmodics, or NG suction 

■ BPR, Vomiting, Diarrhea 

■ OF COMPLICATIONS -» Shock, toxemia 

* SIGNS: 

- GENERALS Shock, Toxemia 

- LOCALS Guarding, tenderness, rebound tenderness 
El INVESTIGATIONS: Scheme + .... 

* Mesenteric angiography (or duplex US) 

* Plain x-ray -> Multiple Fluid levels may NOT be present, Intestinal Necrosis (Late) 

* CT scan 

* FOR COMPLICATIONS^ CBC, KFT, ^ serum Amylase, Serum Phosphate level, 
Metabolic acidosis 

* FOR ETIOLOGY: ... ECG, Echo, U/S 

* Exclude pancrea titis-^ Serum amylase (may be slightly increased in 5% of PTs) 



TreArtttetfr of wwb 



RESUSCtrAriotJ 

(IV fluids, Abs, Heparin continuous infusion and stopped during surgery) 

I 

l 



I I 



Embolectomy 



Streptokinase 
thrombolysis or 
Bypass 



1 

Resection &■ Avoid Primary 
anastomosis 
IF THERE'S EXTENSIVE 
GANGRENED 2ry Look 
after 48 hours 



POST-Opera+ive: 

Heparin, discharge under oral 
anticoagulants for 3 months 



Mesenteric VENOUS occlusion (30%), Mesenteric ARTERIAL occlusion (45%), 
Mesenteric THROMBOSIS > Mesenteric EMBOLISM 



FTER MAJOR ABDOMINAL OPERATION 



f>AMU/rtC liEOS 

DEFINITION 

Failure of neuromuscular mechanism leading to failure of peristaltic waves of Intestine 

with patent Lumen 
ETIOLOGY: 

■ Reflex inhibition of Intestinal Motility -> £ 

■ Toxic Inhibition -> Peritonitis, Typhoid 

■ Metabolic Abnormalities -> Hypokalemia, uremia, DKA 

■ Drugs -* Anticholinergics, TCA 
PATHOLOGY: 

Most common affected site -> 
CLINICAL PICTURE: 

Type of patient -> 
9YMPT0M8 As 10 +... 
y Painless 
y Vomiting is 
y Constipated, may pass 

y Auscultation : Dead silent + jj 
GENERAL SIGNS -> Shock + CP. of Cause "Uremia, Hypokalemia" 
INSPECTION -> Distension, Scar of previous operation, No visible peristalsis 
PERCUSSION-* Tympanic abdomen, Pseudo-shifting dullness 
AUSCULTATION -> Dead silent abdomen, High Pitched Tinkling abdominal sound 
IVESTIGATIONS: 

Plain x-ray abdomen -> Multiple fluid levels 
LABORATORY -> CBC, KFTs, Serum Electrolytes 
TREATMENT: 



ILEUM 



3rd DAY POST- OPERATIVE 



Of 81 -> Paralytic ileus 
Of 8tomach-> Acute 
gastric dilatation 
Of Colon -> OGILVIE $ 



1 



Repeated, e ffortles 

Passive flatus 

inkling sound 



IF > 3 DAYS POST-OP 



Suspect: 

■ Peritonitis 

■ Adhesive Intestinal 
Obstruction 








PROPHYAXIS: 

PREOPERATIVE-* Correction of Electrolyte imbalance 
INTRAOPERATIVE-* Gentle manipulation 
POST-OPERATIVE -» NPO until intestinal peristalsis 

ACTIVE TREATMENT: 
TTT of cause 
Ryle, line, fluids, Abs 
Sedation by pethidine 
Observation for signs of r ecovery 

/ ^ f\j> ^ 



POST OPERATIVE CARE 
Sedation 
NPO 
IV FLUIDS 







QIGNS OF 
RECOVERY 




El Wind pain m 
EI Flatus 
0vp Distension 
EI Aspiration 





MISCELLANEOUS TOPICS 



OTHER TVPeS of 1thE£mlA>- ISCHEMIA 

tJofl-QCCUJSlVfc ISCHEMIA 

■ CAU9E: Sudden vl^COP due to any cause., ex. Arrhythmia 

- PATIENT: A critically ill patient in ICU with Sudden hypotension 

■ C/0 : A cute abdomen, B PR 

■ X-ray : HIlllfiiriiKWiE! 



■ Treatment : CONSERVATIVE 

ClHRoMlC V^TtSTihiAL ISCHEMIA: 



Patient with atherosclerosis 



CLINICAL PICTURE: 



Post-cibal angina 



15-30 min after meals 



Meconium iieos 



Cystic fibrosis 



In neonates 
May be associated with 
Site : flHH B 
Etiology : (JJgginspissiated muconium 
X-ray : scheme 
Treatment : 



(10%) 



+ 



Ground glass appearance 
N-acefyi cysteine Barium enema 



Meconium plug $ 




From Lumen: 
HI Meconium ileus 
HI Meconium plug $ 



From Wall: 

HI Congenital atresia .... 
HI Annular pancreas 

IE Hirshsprung dis (CONG. Megacolon) 

HI Imperforate anus 



Outside wall: 
HI Volvulus neonatorum 
M Irreducible congenital hernia 



Curtice 



Clinical picture of 10 : 

y Vomiting 

y Colicky abdominal Pain 
y Absolut constipation 
M Abdominal dissension &• 
visible peristalsis 



Clinical picture of the cause : 
y Volvulus neonatorum -> BPR 
y Imperforate anus : 

1) Associated VACTREL anomalies 

2) Impulse on crying in low anomalies 

3) Presence of anal dimple 
y Hirschsprung's disease : 

1) Delayed passage of meconium > 24 hours 

2) Empty rectum 




3) Grips on finger -> Gush of stools on withdrawal 

y Pain X-ray abdomen erect &■ supine 

y Hirschsprung's disease -> barium enema, Rectal Biopsy 

y Imperforate anus-> Invertogram to detect low vs. high anomalies &• IVP for associated anomalies 



Pre-operative preparation: 

Ryle-> suction 

Line^ IV fluids, electrolytes 

Catheter-^ monitor urine output 



Operative treatment: 
Time-^ 10 months , 10 Kg, Hb.-10mg/dl 
If Hirschsprung's diseased 9wenson's operation 

If High Imperforate anus-> Qtaged operation (x3 

If Low imperforate anus-> Simple excision , cruciate incision 





1. Young adult presents with acute severe ill-defined colicky 
abdominal pain started Peri-umbilical then shifted to the 
right iliac fossa with and rarely without vomiting and 
usually gives history of constipation. 

Acupe appendicipis. 

2. Male or female with persistent hiccough, throbbing pain, 
hectic fever, rapid deterioration of the general condition 
with previous history of inflammatory 
lesion in abdomen. 

Sub-phrenic abscess. 

3. Healthy infant male between 3 &12 months presents with attacks of colicky abdominal pain and 
passage of blood stained mucus per rectum. 

Primary irtpHSsnsceppion. 

4. An elderly constipated male with repeated episodes of abdominal pain presented with sudden severe 
colicky pain with marked distention in flanks from left side towards the umbilicus absolute 
constipation and delayed vomiting. 

VoIyhIhs ofphe pe/y/c colon. 

5. Adult patients with history of recent abdominal or gynecological operation presents with colicky 
abdominal pain, absolute constipation, vomiting. 

Adhesiye inpespinal obsprucpion. 

6. 6-An adult presents mostly 3rd day postoperative by abdominal distention, absolute constipation 
and repeated effortless vomiting 



QUESTIONS 



INTESTINAL OBSTRUCTION: 



4&i 



Paraltfpic Hem. 

Qu 



3 



Acute Intestinal obstruction : Symptoms , Signs & Investigations 

( Azttar M: J005 - Az/far ft JOO? ) 

Causes of Intestinal obstruction in old age 

( Azfar Maooi ') 

Explain why: Pt. with adhesive intestinal obstruction should be given a chance of 
conservative TTT. 

(Kasr : J008 ) 

Intussusception : Causes , C/P &■ TTT 

( 5in shams: lOOi ) 

Infantile intussusception: C/P, Investigations &■ TTT. 

( 5irl sharHS: JOfl- Azttar M J006) 

Mechanical Intestinal obstruction: Management 

(AzfiarFaQ07 : ,J0Q5) 

Paralytic ileus 

(Ajkar J004 - Ajfar ft J006 ) 

Volvulus , Management of Sigmoid volvulus 

(Azkar ft JOt) , SM xka/Hs JCOS ) 



SURGI- 

TOONs 




SMflU. LARGE 

IWrtSTINE 




Michael Safwap 



KA3.E>Ck - Am shwttg mvers/Eit 



SMALL INTESTINE 

SURGERY 



TOPICS DISSC 


EES 




D IN THIS CHAPTER: 



■ Meckel's diverticulum 

■ TB of Intestine 

■ Intestinal trauma 



Meckel' s DiVfeFcncuuiM 























BLEEDING PER RECTUM IN CHILDHOOD 



DEFINITION: 

■ Persistent patency of proximal part of vitello-intestinal duct 
INCIDENCE : 

■ Most common cause of 

:: Especially if complicated with PU 

■ Most common congenital anomaly in GIT 

■ — ( 2% of Po P- 2% complicated. Male>Female 2:1, 
2 inches long, 2 feet from ileo-caecal valve ) 

PATHO LOGY: 

■ fljffl^divert iculum -> All layers of bowel wall are present 

■ Arises from W 

■ May Contain [^^^g^ E^mu l e *S- gastric tissue ... liable to PU ) 
CLINICAL PICTURE: 

" Mostly ASYMPTOMATIC, But most common complaint is Bleeding 
COMPLICATIONS: 




INTESTINAL 
OBSTRUCTION 

(MOST COMMON) 



0lntussoeption 
13 Volvulus 



PEPTIC ULCER 



Child 8-10 years old, with 
abdominal pain, melena, or 
C/P of Peritonitis if 
perforated 

D.D. OF BPR IN A CHILD: 

- Meckel's Divirticulitis+ PU 

- Angiomatus malformation 

- Typhoid 

- Colonic polyp 



Picture SIMILAR to 
Appendicitis BUT Appendix 
is found NORMAL INTRA- 
OPERATIVE. 

D.D. APPENDICITIS 



IVERICUUTI8B LITTRE'9 HERNIA 



STRANGULATION 

WTIHOUT 
OBSTRUCTION 

D.D. STRANGULATION 
WITHOUT 
OBSTRUCTION 



Most common DD is Acute appendicitis (Differentiation is intra-operative) 

Meckel's diverticulum is more dangerous ... because it's easier to be perforated, 
Difficult localization of bleeding due to Central position 



Investigations O-fcuJI i^a ps oxcli) 

& Best: [t^W .. can demonstrate gastric mucosa 
Angiography : weeping Meckels's (0.5 ml/min) 
Treatment : 

9? SYMPTOMATICA wedge resection & closure of defect 
W ASYMPTOMATIC: 

- With an indication for surgery -> RESECTION 

- NO indication for surgery -> LEAVE IT ALONE 




INDICATIONS 
OF SURGERY 



Narrow Meckel's div. 
Thick wall 
Band of Adhesions 
Young adults, 
Children 



"TO OF itiTEgntfe 





ULCERATIVE TYPE 


HYPERTROPHIC TYPE 


ETIOLOGY 

• ORGANISM 

■ ROUTE 

■ PDF 


Mycobacterium Tuberculosis 
2ry to pulmonary TB, or Intestinal 
Bad immunity 

it 


Mycobacterium Bovis 
Ingestion of Infected Milk 
Relatively fiood immunity 


PATHOLOGY 

■ Site 

■ onape 

■ Number 

■ Base 

■ Floor 

■ Edge 


Terminal ileum (Peyer's patches) 
Transverse 
Multiple 
Indurated 
Caseous material 
Undermined, Cyanotic margin 


lleo-cecal region 
NO caseous necrosis 


CLINICAL 
PICTURE 

■ Patient 
• General 

■ Local 


Usually Adult, Bad immunity 
Signs of TB.^WT, anemia 
Diarrhea, colicky pain, Bloody stool 


Child, good immunity 
•sl/WT, anemia 

Diarrhea, Pain, Mass in Rt. Iliac fossa 


COMPLICATIONS 


■ 9tricture -> 10 

■ Perforation ...rare 


■ Stricture -> 10 

■ Fecal fistula 


INVESTIGATIONS 


LABORATORY: 

■ CBC -> Anemia, Lymphocytosis 

■ ^ESR , +ve CRP 

■ +ve Tuberculin Test 

■ Stool Culture on Lowenstein jehnsen media 

■ PCR 


RADIOLOGICAL: 

Ba meal follow-through 


RADIOLOGICAL: 

Ba meal follow-through 

■ Narrowing of Ileum with 
Elevated Caecum 


■+ve STERLIN's SIGN! 


"Non-visualization of 
caecum, Terminal ileum" 


TREATMENT 


SANATORIAL TTT. + ANTI-TB DRUGS 


SURGICAL TTT: 

Resection & Anastomosis ... 
(Perforation , stricture, bleeding) 


SURGICAL TTT: 

Right Hemi-colectomy ... 

(Perforation, Fecal fistula, Obstruction) 



AenMot^/ocis 

Multiple sinuses 
discharging pus 
containing sulphur 
granules 

No LN spread 




Most common malignant tumor of 91 



1) Adenocarcinoma 

2) Carcinoid tumor 



ETIOLOGY: 

■ Open, Closed, Iatrogenic 
TYPES OF INJURY 



CONTUSION, 
HEMATOMA 



RUPTURE 




TEARS OF MESENTERY* 
OF ME9ENTERK 
BLOOD VESSELS 







CLINICAL PICTURE: 

1 C/O ... History of trauma, abdominal pain 
1 GENERAL SIGNS ... Tachycardia, fever, Hypotension 
LOCAL SIGNS: 

- TENDERNE88 

- REBOUND TENDERNE98 

- SHIFTING DULLNE99 

- DI9TEN9ION 



SIGNS OF INJURY 











COMPLICATIONS: 

■ Peritonitis 

■ Internal Hemorrhage 

■ Hypovolemic, Septic shock 

■ Paralytic ileus 
INVESTIGATIONS: 

DIAGNOSIS IS MAINLY CLINICAL 
LABORATORY INVESTIGATIONS: 

■ Leucocytosis, Hemodilution 
RADIOLOGICAL INVESTIGATIONS: 

■ Plain X-ray abdomen Free air under diaphragm, Multiple fluid levels, Fractures 

■ U/S , CT scan Hematoma, intra-peritoneal collection 

0TREATMENT: 




r 

wOlHTCtoioij 



ABCD + 
LAPAROTOMY + 
TETANU9 TOXOID 



o TIDY, SHARP-> Resection, anastomosis 

for ischemic & gangrenous parts 
o RAGGED-^ Trimming of edge, suturing 



ALL INTESTINAL INJURIES 
REQUIRE LAPAROTOMY 



tEFTtiOlOtJ 



o LOCALIZED -> Exteriorization 
o IF RESECTION IS INDICATED 
HARTMAN's , MICKULIZ 



LARGE INTESTINE 

SURGERY 



T0PIC9 DIQQCUSGED IN THI8 CHAPTER: 



■ Hirschsprung's disease 

■ Diverticular disease 

■ Benign Colorectal tumors 

■ Colorectal carcinoma 

* Inflammatory bowel disease 

■ Rectal prolapse 



PATHOLOGY: 

Macroscopic picture: 



6% Familial 
Associated 
with Down $ 
in 10% of 
cases 



Ganglia 



shape 



zoMe 



-ve 



Collapsed 



few 



conical 



NORMAL 



dilafed 



Microscopic Picture: Absence of AuerBach's ganglia in Musculosa & 
Meissner's plexus in Submucoasa 

CLINICAL PICTURE: 

1 New born presented wifh delayed passage of meconium > 24 Hrs. 

■ Defecation occurs after insertion of finger of mother in anus of baby 

■ DRE: Grips on finger -> Gush of fetoid stool in withdrawal 

COMPLICATIONS: 

■ Obstructive toxic enterocolitis, Acute Obstruction 

■ Delayed Growth, Failure to thrive, Chesf infection 

INVESTIGATIONS: 

■ BARIUM ENEMA (WITHOUT PREPARATION OR DRE) 

Narrow aganglionic segment with marked proximal colonic dilatation. 
R ETAL BIOPSY (FROM MUCOQA & SUBMUC08A) 

J, Shows: Absence of Ganglion cells 



MOST DIAGNOSTIC INVESTIGATION 



1» 



r 



... (W bjjjj cwa wis) \Axi\& 
QWENSON'S OPERATION 



CJoMpucated With 
obstructive Ettrcnocoums 



doHSERYArtVE: 

Nasogastric tube, IV fluids, 
Colonic wash wifh saline 

L 

Urgent Colostomy 



SWENSON'S OPERATION 
At 1 year age 



Prepare for later 
surgery 



cfcvwlieirium 




diverticula*. 

-DISEASE OF CtoUOtJ 



INCIDENCE: 



0False, Pulsion diverticulum 
0^ in Western countries > Urban 
08ite : Sigmoid colon, RECTUM 

18 NEVER AFFECTED 
0Not Pre-carcenous 















OMCoMPUCArED 



Asymptomatic or Discovered accidentally 
during enema insertion 
I NVESTIGATIONS : 

TREATMENT: High fiber diet& antispasmodics 




EES 



pucatbd 



ACJOTE 



perforation 



N 

FtsruiA 



GENERALIZED 

<48 Hrs. 



LOCALIZED 
>48 Hrs. 



CT SCAN 



INVESTIGATIONS 
TREATMENT : 

■ Rest, analgesics, antipyretics, antibiotics 
-> Incision & U/S guided Drainage 

■ Peritonitis-> R&-M, laparotomy, 
Peritoneal toilet, Drain, Resection 

■ Fistula-> Resection, Repair 




Recurrent Attacks 
of Abdominal pain 
+ Passage of BPR 
Treatment : 

Colectomy after 
preparation 



INVESTIGATIONS: 

* Angiography 

* Sigmoidoscopy to Exclude Carcinoma 
TREATMENT: 

■ Resuscitation -> Angiography -> 
Regional resection 

■ If Failed^ Total Colectomy + lleo- 
Rectal anastomosis 



ItEPOL 

9olHar 
NEVER 

Recto-sigmoid 
BPR 



_____ 

J^gjiurns Malignant 
9ife : 
Cl.Pict : 




Auto somal ^ IS 
3J] : 

* Multiple polyps 

A Melanotic pigmentation 

* Malignant potential 2% 
[933 in childhood 



fAMiuAl. polv 








lalAUTOSOMAL DOM! NAN 


J, On long arm of 


Chromosome 5 




May be a part of : 



GARDENER'Q $ 



TURCOT $ 



Sigmoid colon, Rectum .. . (More on the Left side) 
100% ff-lffiTMgfflMfl^ BY THE 5 th DECADE 



QUod g .o&i g JJb )^ AUTOSOMAL DOMINANT 
(jlxo* g 3D)^ AUTOSOMAL RECESSIVE 

>ATHOLOl 
Site: a 

pf untreated cases turn 
CLINICAL PICTURE: 

- PATIENT: Male, Pubertal age, with positive family history 

- C/O: Diarrhea, BPR, Abdominal pain 

- 0/E: Bad general condition, anemia, DRE-> Polyps 
INVESTIGATIONS^ Ba enem a, Colonoscopy & Biop sy 

TREATMENT... SURGICAL^ I5BBM fflj with permanent Ileostomy 

Family Screening should be done 2 



Pan-procto-colectomy 

t age of 10 yearsjevery 2 years 



Risk of malignancy depends on SIZE 









uxhjs APEl4oMAToaD 

Carpet 
K+ loosing 
50% 



umor 

tumor -> Diarrhea, Hypokalemia 
turn malignant 



\MSo 



MiJuSjJLI 




DEFINITION: 

■ Cancer colon is PROXIMAL to the point where the 2 anti-mesenteric Taenia Coli converge 

■ Cancer Rectum is DI8TAL to this point 
INCIDENCE: 

■ Peak incidence at [ggg, More common in Males except Cancel" caecum 
ETIOLOGY &r PRESISPOSING FACTORS: 



CHRONIC 
IRRITATION 



Dietary factors, 
smoking, Alcohol, 

Uretero-colic 
anastomosis. I BD 



BENIGN PRE- 
CANCEROUS LESIONS 



Villous Adenomatous 
polyp >2 cm 



GENETIC FACTORS 



■FPC, Gardener's $ 

■LYNCH $ ... (on Rt. side, Better prognosis than FPC) 

- LYNCH l-» Cancer colon 

- LYNCH Cancer colon+ Cancer ovary, Endometrial carcinoma 
■LE FRAUMINI $(Error in P B5 )-> Cancer breast, endometrium, 

Colorectal cancer 



PATHOLOGY: 
SITE: 



RECTUM. SIGMOID COLON 



■ Most common site is 

■ 25% in Rt. Colon, Least affected site is TRANSVERSE COLON 

■ ^EiSilllHifliflSZili - ^ " Colonoscopy to the caecum is Essential" 

MACROSCOPIC: Ulcerative ( I HIM ami Alflltl I ■ % mi] 1 1] 1) , Cauliflower (least malignant, Rt. side), Annular 
MICROSCOPIC : Adenocarcinoma, Colloid, anaplastic 
SPREAD: 

■ DIRECT -> Spread in Upwards direction , 'A circle every 6 months 

■ LYMPHATIC, BLOOD (BLBL). TRANS-PERITONEAL 
COMPLICATIONS: 



MOST COMMON COMPLICATION IS INTESTINAL OBSTRUCTION 




Perforation 
Fistula 

MILD Bleeding 



DUKE'S CLASSIFICATION 



Of PROGNOSTIC value 



8TAGE A 


Limited to Ms. Layer 


STAGE B 


Beyond Ms. Layer, NO 
nodal involvement 


STAGE C 


Regional LNs 





MODIFIED DUKE's CLASSIFICATION 



STAGE D Distant metastasis 



Without ofcgmKfnotf 



ASd CouoM 

Acu-fe: 

Acute 10 on 
•fop of Chronic 

Chronic: 

Loss of 



, weigh 



appetite 



douot4 

Acute: 

Acute 10 on 
top of Chronic 

Chronic: 






\ 

KECffOM & 

BPR 

13 Tenesmus 

13 Bladder symptoms 

e.g. Dysuria 
13 Palpable mass by DRE 



£1*1 



Iron def. 
Pain, mass 



anemia 



BPR 

Mass 



INVESTIGATIONS For t>\A3Nos\S A 

ENDOSCOPY & BIOPSY^ Colonoscopy for / 

Multicenteric lesions 
BARIUM ENEMAS hVJ'Jn gtf H il JJ d d JMI Ma 
SPIRAL CT^ In Elderly 




Wrn4 ofc£moefnot4 



/ 

Intermittent 
obstruction 



Gradual progressive 
Constipation, distension 
& Colicky abdominal pain 



INVESTIGATIONS for D\A&Nos\S 

Plain x-ray abdomen Erect, supine 
Electrolytes, Urea 



Endoluminal U/9 

extent of Local infiltration 
Abdominal U/S 
CXR 
IVU 



PRE-OP 



LFT.KFT.CBC.FBS Tumor Markers (CEA) To 



detect recurrence 



(i4ooB$muctnois| 



-n*EArMEifr 



Pre-operative preparation 



Dietary restriction 
Rectal enema 
Prophylactic Abs 
Anticoagulants 



Radical Resection 

(+ LNs dissection): 



;Z1 







Rt-^ Rt hemicolectomy, 
LT->Lt Hemicolectomy, 
Transverse-^Transverse hemicolectomy 
Cancer colon is Adenocarcinoma 

NOT sensitive to Radiotherapy or 
Chemotherapy 
Go. TTT is SURGICAL ONLY 
Patient is either Elective (NO 
Obstruction) or Urgent (Obstruction) 



OftGeMr 



KESOC)TAnot4 

t \ 

RIGHT 



Right hemicolectomy 
& Anastomosis 








0Rt ->Rt. Hemicolectomy 
0Lt -Ht hemicolectomy 
Trans. -> Trans 



PALLIATIVE 

Resection 
(Adenocarcinoma ) 



MGHT 

ILeo-transverse 
Anastomosis 



OJjflLb ijalo 

yxLLSLD g 
jjuaaUU Ciag 

Left hemicolectomy 
Muckulicz, Hartman. 
Duddley 



Proximal 
Colostomy 



fcECfTAL (*AMC*ltioW\A 




Spread is mainly UPWARDS -> Resection is done with safety margin 2 cm 
Stump must be at least 5 cm 





ANTERIOR RESTORATIVE RESECTION 

(Inferior mesenteric artery is divided, Sigmoid 
colon, upper Vo. of rectum are excised) 



ABDOMI NO-PERITON E A L RESECTION 
(Whole rectum is excised together with 
anal canal, Terminal Colostomy is done) 



ABDOM I NO-PERITONEAL RESECTION, 

Terminal Colostomy is done) 



2cm SAFETY MARGIN LEFT BELOW TUMOR 



iUfuAMMAior/ boWel disease 



CoutttS 



Etiology 



Site 



Macro. 



UNKNOWN.. Geographical, racial 
differences, energy deficiency , alteration of 
mucosal glycol- protein. 



RECTUM 



■Most common^ 
■Rarely-) Terminal ileum 
■ If ileo-caecal valve - ) Back wash ileitis 



Auto-immune, Hereditary .Genetic Factors 



ERMINAL ILEUM 



Mucosal edema + ulceration 
NO skip lesions 



■ Most common - )!* 
■2nd most common-) Colon 

■ Mau affect anu part of GIT 



Apthous ulcer + 



C0BBLE8T0NE APPEARANCE 



+ Skip lesions 



Micro. 



■Inflammation Of MUC09A, 9UBMUC08A 



CRYPT ABSCESSES 
PSEUDO-POLYPS 



(edematous mucosa 
surrounded bu ulcers ) 



Serosal affection 
Non-caseating Granuloma 
Trans-mural.... Affecting whole thickness 



Patient 



Female, male 



Male = Female ... 2 nd -4 ,h decade 



C/0. 
0/E 



Comp. 



Invest. 



Watery diarrhea, dehydration, 
abdominal pain 



HI 

m 
m 
m 
s 
m 



Eye-) Uveitis 

Joint-> Arthritis 

Skin-) Pyoderma gangrenosa 

Liver-) cirrhosis, sclerosing cholangitis 

Toxic Megacolon 

Cancer colon.. Multicenteric, Aggressive 
Massive Hemorrhage &■ BPR 



m 
s 
s 
m 



Acute-) as acute appendicitis, but there's 
history of diarrhea. 

Chronic - ) Rectal bleeding, pain, diarrhea 



EYES, JOINT, SKIN-) M09T COMMON 



Liver-) Gall stones 
Mal-absorption 
Massive BPR 
Malignancy 



Best is^ 



0L0N08C0PY & BI0P8 



y 

y Barium Enema : 

I) Loss of ha ust rations 



COLONOSCOPY & BIOPG 



'PIPE QTEM APPEARANCE" 



2) Granular mucosa 

3) Pseudo-polyps 

X CBC^ anemia. 1 s TLC 
y Hypo-proteinemia, ^ K + 



Best is 
y Barium enema : 

1) Cobblestone 

2) String sign of Kantor 
y CBC-) anemia, 'tESR, CPR 

y Hypo-proteinemia, ^Ca, ^Mg, ^Zn 



TTT : 



Medical treatment : 

Rest 

Diet .... Protein, Vitamins, iron 
Anti-inflammatory: 

1) During attack-) steroids enema 

2) In between-) Sulphasalazine 
Surgical treatment: 

Pan-procto-cholectomy 

+ permanent ileostomy (ileal reservoir) 



Medical treatment : 

Diet ... protein, CHO diet, vitamins 

Antispasmodics 

Corticosteroids & Sulfasalazine, 

Metronidazole 
Surgical treatment: 

Laparotomy-) DD from appendicitis 
Imune therapy : 
Interferon 





PARTIAL RP 


COMPLETE RP 


DEFINITION 


Prolapse of rectal mucosa 


Prolapse of whole thickness of the rectal wall 


ETIOLOGY 


1. Loss of weight 

(loss of supporting para-rectal 
fat) 

2. Prolonged diarrhea or whooping 
cough 

(Due to excessive straining). 

3. Advanced cases of hemorrhoids 

(grade III, IV). 

4. BPH due to continuous straining. 

5. Qphincteric atony in the elderly. 

6. Iatrogenic injury of anorectal 
sphincter during a fistula 
operation. 

■ 


More common in females, while in Egypt more in 
young males (due to bilharzial colitis). 

1. Repeated diarrhea -> excessive 
strangulation. 

2. C.T. disease (Due to defective collagen 
synthesis) 

3. Abnormal mobility of the mesorectum 
leading to lack of fixation between the 
rectum and sacrum. 

4. In Egypt, Bilharzial proctitis and colitis -> 
continuous tenesmus -^strangulation 


PATHOLOGY 




Length 


< 5 cm 


> 5 cm 


Thickness 


Mucosa only 


Whole rectal thickness 


C0MPLICATI0N9 


1- Ulceration and infection. 2- Bleeding. 
3- Irreducibility. 4-Strangulation and gangrene. 
5- Fecal incontinence. 6- Discharge, pruritus. 


CLINICAL 
PICTURE 

Sumtrfoms: 

Signs: 


1. Something protruding from the anus at defecation: 

■ Early: it reduces spontaneously. 

■ Late: it requires manual repositioning. 

2. Picture of complications. 

3. Mucous discharge. 

Inspection: Prolapse is best seen in squatting or lateral position and straining. 
Palpation: For thickness of prolapse and tone of the sphincters, 
Prolapse, anal sphincter, pelvic floor, PR 


INVESTIGATIONS 


1. Anorectal manometer, EMG of rectal sphincters. 

2. Sigmoidoscopy or barium enema-> exclude polyps, masses or any underlying cause. 


TREATMENT 


Children 

1. Correction of 
cause 

2. Digital 
reposition if 
failed 


Adults: 

1. Correction of cause 

2. sphincter exercises 

3. Excision of the 
prolapsed mucosa 


There are various surgical procedure 
include: 

1- Reotopexq : ( laparoscopic ) 

The rectum is mobilized and pulled up, 
then fixed to a mesh attached to pre- 
sacral (Waldeyr's) fascia and puborectalis 
muscle by sutures. 

2- Excision of the redant rectum , either 
through an abdominal or perineal 
approach or transanal approach called. 
Delorme's operation. 

3. Thiersch operation 

N.B. continence improve after surgery in 
only half of the patients. 

4. Perineal rectosigmoidectomy. 


3. Submucous injection of absolute alcohol 
or phenol in almond oil -> induces fibrosis 

4. Thiersch operation (perianal circlage) 
The anal orifice is narrowed by passing a 

non absorbable suture around it. 
The wire is tightened while the assistant's 
finger is inside the anus. 

5. Banding or excision of redundant mucosa. 



5U^-T00N5 : 5UR$8ty l III 

■ Carcinoid tumor is the 2 nd most common malignant 
tumor of Qmall intestine 

■ Carcinoid tumors most likely to produce carcinoid 
syndrome before metastasis originate from bronchus. 

■ About 40% of colorectal tumors present as surgical 
emergencies. 

■ Meckle's Diverticulum arises from the anti-mesentric 
border intestine 

■ Meconium ileus inherited as AR not AD 

■ The primary etiology of jejunal and ileal atresia is 
vascular accident 

■ Burn, Fracture, hematoma, 8mall bowel obstruction are examples of third space sequestration 



1. 1-Child patient presents with bleeding per rectum & 
angiography shows extravasations 

Meckel's diverticulum. 

2. Adult patient with bad general condition presents with 
night fever and sweet, loss of weight and appetite, 
diarrhea .colicky lower abdominal pain. & fetid bloody 
stool. CBC shows anemia, lymphocytosis and very 
high ESR. 

Mlcerapiye 73 ofphe inpespiiie 




- Hirschprung's disease 

(Aiif sflatHs: 2005 ) 

- Management of rectal prolapse 

( Azhar M: JOfe ) 

Explain why: Pt. with cancer caecum not usually have intestinal obstruction 

(Knsn^OOQ ) 

- Management of cancer colon 

( Ajtar M: JO{2 ) 

- Cancer sigmoid: C/P, Investigations and TTT. 

(A/it shams -, joib ) 

- Cancer rectum: C/P 

( Ajtar F.- JOO? ) 

- Diverticular disease of the colon: Natural history, Complications & TTT. 

(K#sr: 200Q , Kpsr: 

- Factors predisposing to malignancy in Ulcerative colitis 
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Michael Sa/wat 



DEFINITION 



IMHUFT 




LOW ANOMALIES 



Failure of re ctum to pas s through 
pelvic floor, l??7<77Ti^n to pelvic floor 
M:F = 2:1 

Associated with Fistulous 
communication with Posterior urethra 
in males, Vagina in Females 
Associated with Congenital anomalies 
(VACTRELJ 



Failure of rectum to pass through 
pelvic floor, ^^JQ to pelvic floor 
M:F = 1:2 

Not associated with other 
anomalies 



TYPE9: 



> ANORECTAL AGENESIS 

> RECTAL ATRESIA 





ANORECTAL 


RECTAL 




AGENESIS 


ATRESIA 


RECTUM 


1) Blind pouch 


Blind pouch 




ABOVE the 


ABOVE the 




pelvic floor 


pelvic floor 




2) Fistulous 






comm. With 






UB, urethra, 






vagina 




ANUQ 


Absent 


Blind pouch 






BELOW 






pelvic floor 



> COVERED ANUS 

Anal canal is covered 
by Skin bar, anus usually opens 
into an ectopic site anterior to 
the normal position 

> MEMBRANOUS ANUS 

■ Membrane at Dentate line -> 
Bulging (due to retained 
meconium) 



CLINICAL 
PICTURE 



Examine Anus , its size, site, presence of Anal dimple 

LOW ANOMALIES -> Impulse on Crying at site of anus 

RECTAL ATRESIAS Thermometer CANNOT be introduced into anus for >lcm 

ECTOPIC ANUS^ SC fistulous track full of meconium 

There're evidences of intestinal obstruction 



INVESTIGATIONS 



PLAIN X-RAY "INVERTOORAM" ... 24 hours after birth: 

HIGH ANOMLIES: (+ Investigations for congenital anomalies) 

■ Distance between Coin & distal gas- shadow >lcm 

■ Bowel terminates PROXIMAL to Pubo-sacral line 
LOW ANOMALIES: 

■ Distance between Coin & distal gas- shadow <lcm 

■ Bowel terminates DISTAL to Pubo-sacral line 



Triple catheter test for rectal atresia 
IVP -> For urinary anomalies, Fistulas 
B Urine analysis -> Fistula (meconium) 



Membranous Anus -> Triple 
catheter test 



TREATMENT 



STAGED SURGERY: 

1) Temporary colostomy 

2) Ano-rectal Pull through 

3) Closure of Colostomy 
(Post Sagittal operation) 

OF ASSOCIATED ANOMALIES 



COVERED ANUS^ Skin Excision 
MEMBRANOUS ANUS: 

■ Cruciate incision of 
membrane 

■ Trimming of edge 



Other LOW anomalies but WITHOUT imperforate anus: 



Ectopic anus 
Anal stenosis 

TTT-> Cut-Back operation (Ano-plasty) 



DEFINITION: 

■ Disease of skin covering sacrum NOT an anal disease 
INCIDENCE: 

■ Young adult male with Dark, dense, Hair 
ETIOLOGY: 

■ Unknown cause 

■ Theories : 

1) Congenital Infection of Cong. Dermal appendages after puberty 

2) Acquired Loose hair theory, \ 
PATHOLOGY: 

SITE 



EEP BOTTOM THEORY 




UPPER PART OF ANAL CLEFT (MOST COMMON SITE) 



■ Other sites-> Axilla, Umbilicus, Inter-digital, Supra-sternal notch 
CLINICAL PICTURE: 

Asyrnpto/naticbutmai^ be presented by... 

■[2*12H2U2iSimii£l3 (containing hair), Local discomfort 

■If abscess is formed -> throbbing pain, redness, tenderness, Pus oozing from sinus 
DIFFERENTIAL DIAGNOSIS: 
Peri-anal abscess 
Anal fistula 



* Rest, Analgesics, Analgesics, Antipyeritcs 

* Drainage 

* Removal of hair 

* Wound is left to open by granulation tissue 



LAYING OUT OF THE 
CAVITY & 9IDE 
TRACK9 



LOCALIZED 
EXCISION 



CONSERVATIVE 
SURGERY 



RECENT 



*)l Laying out the cavity 

and side tracks 
$ Wound is left open 

(heal by 2ry intention) 
-n Phenol cauterization 

may be applied 



<R Wide excision of the ^ out the cavity 

skin & subcutaneous & side tracks 

tissue down to m Curettage 

periosteum of sacrum SJ? Packing & Leave 

wound open to heal 
by 2ry intention 



D- 
SHAPED 
FLAP 



DEFINITION: 

■ Elongated ulcer in the long axis of lower anal canal 
INCIDENCE: 

■ Middle aged patient... (M=F) 
ETIOLOGY : 

NO DEFINITIVE CAUSE (majority of cases) 

■ Hard stool S MIDLINE POSTERIOR FISSURE (90%)... the most ischemic area 

■ Repeated deliveries -» MIDLINE ANTERIOR FISSURE (10%) 
DEFINITIVE CAUSES (minority of cases) ^ 

- IBD (Crohn's disease -» MULTIPLE FISSURES) 

■ STDs 

■ Iatrogenic -> Large enema, endoscope, Post hemorroidectomy, 




Superficial tear 

Pain (MAIN PATHOLOGICAL AGENT) 
Spasm of Sphincter 

Blood flow 

Healing 



As before + ... 

2ry PATHOLOGICAL CHARACTERS 

■ Margin-^ indurated, thick, fibrotic 

■ Upper end->Anal papillae 

■ Lower end -> 8ENTINEL PILE 



8YMPT0M8: 



Following attacks of Constipation with hard stools 













■ Sharp 


Patient postpone 


Streak of 


Purulent if 


■ Burning 


■ At anus, radiating 


defecation due to 


blood on 


abscess is 


micturition 


to coccyx 


severe pain 


surface of 


formed 


■ Dysmenorrhea 


■ Qtarts at defecation 


stool 




■ Pain along 


■ Lasts for 1 hour 






thighs 


after defecation 










■ Ends suddenly 











SIGNS OF ACUTE ANAL FISSURE 

■ INSPECTIONS 2 



NAL VERGE is 
tightly contracted, Puckered^ 



SIGNS OF CHRONIC ANAL FISSURE 

■ INSPECTIONS Fissure, sentinel pile, 
fibrosed sphincter 

■ DRE-> Button Hole induration of fissure 



DRE-> Better to be avoided "Painful" 

COMPLICATIONS-^ Acquired Megacolon. Fistula 

INVESTIGATIONS: IT'S A CLINICAL DIAGNOSIS 



TREATMENT: 

■ Life style modification 

(Diet, laxatives, Warm toilet ) 

■ Medical -> Chemical sphincterectomy 
(Local Anesthesia, Glyceryl Nitrate, steroids) 

■ Surgery -> Lateral Sphincterectomy 



TREATMENT: 
SURGICAL 

■IF NOT VERY FIBROSED: Lateral sphincterectomy 
■IF VERY FIBROSED: Fissurectomy 

* Side effects: Fecal Incontinence 



DEFINITION: Dilated tortous superior hemorrhoidal plexus of veins 



Congenital mesenchymal weakness 

Morphological 

Anatomical Factors 

(Superior Rectal vein radicals) 
Exacerbation with straining, diarrhea, desentery 



Pregnancy 

El Rectal carcinoma 

Portal hypertension 



yjjjjali (Lu 



>-ldLujlo i^^JU JjIj 



BLEEDING prolapqe pruritis pain 

AN I (IF COMPLICATED) 



MOST COMMON, EARLIEST 



Painless 
At end of defecation 
Bright red 
Separate from stools 



stews 



Inspection: 

4th degree Prolapse 
EXCLUDE CONGENITAL 2nd, 3rd degreed With straining 
MESENCHYMAL [)RE: 

Thrombosed Piles , 
Exclude Cancer rectum 



WEAKNESS & 
CAUSES IF PRESENT 



Bleeding per rectum 

Thrombosis 

Fibrosis 

Strangulation 

Ulceration & Gangrene 

Suppuration 

Portal Pyemia 

Partial rectal prolapse 



IT'S A CLINICAL DIAGNOSIS 



Proctoscope is done for diagnosis of 1 st degree piles + exclusion of Cancer rectum 
Pelvi-abdominal U/S^ Hepatic Peri-portal fibrosis, Pelvic Masses 
Investigations for the cause if suspected 



du*lK^ ogGweeS of piie&: 



1 st DECREE 



ind 



DECREE 



3 rd DECifcEE 



4 th DECREE 



BPRoajLc ljLuj 
UJijgiPR Jig 
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Prolapsed only 
during defecation, 
spontaneous 
reduction 




Manual 
reduction 




Permanent 
prolapse 











^ECot4t>A^V 



1 st 














,2 nd degrees 

Conservative treatment: 

■ High fiber diet 

■ Laxatives 

■ Decongestants suppository 
Injection sclerotherapy by Phenol 
0.5% in almond Oil 
8E: pain, abscess 

Rubber band ligation -> (2 nd degree) 
Selective hemorrhoidal artery 
ligation, Photocoagulation 

3 rd ,4 th degrees 

HEMMOROIDECTOMY 

Indications: 

■ 3 rd , 4* degrees 

■ Failure of conservative TTT of 
2 nd degree 

■ Fibrosis 

■ Interno-external piles 
Complications of surgery : 

■ Pain, urine retention 

■ Anal stricture 

■ Secondary Hemorrhage 
STAPLED HEMMOROIDECTOMY 




baJLuii 
Surgical 
intervention 
+ antibiotic 



StkAHGlAAtIoH 




UjjjwlLd ObLo^ 
iSLuuJU 

Decongestive 
therapy: 
(glycerine, 
tanic acid) 

+ Antibiotics 



I 



liav 



Not relieved within 1-2 hrs 



~IHR0tAB0S1S 



Obstructed 



FIBROSES 




PYEMIA 






Antibiotics, 
anticoagulants , 
evacuation of 
thrombus 




Antibiotics 
+ Ligation 
of superior 
rectal veins 



HEMORRHOIDS 



ACUTE 

Shock 



ANetAiA 



Adrenaline + Hemorroidectomy 



AtMkFUSTUlA 



ACCor^tiiMG, to 

reiAnoMTo 
AHopserAl- 

I 



DEFINITION; Granulomatous track opening internally & externally 
ETIOLOGY: Infection of anal gland -» ANAL ABSCESS^ Fistula 



CtA^inc£Anot4 

OJOUKSE OF FISTULOUS TRACK 



BELOW 
Anorectal 
Hng 



1 



FISTULA 

ABOVE 
Anorectal 
ring 



70% 

Between internal anal 
sphincter & external 
anal Sphincter 



I 

PQSST. TO 



ROLE 
i 

Relationship bet. External 
Opening & Imaginary line 
between Ischial tuberosities 

I 



1 

A*Jt. to 



TfcAMSVfcfcSE TrXAMSVEKSE 

AMAluHe AHAluNe 



■ Curved 

■ Common internal 
opening in 
midline posterior 



Straight 
Separate 
internal 
opening 



1 

SOW*A-&PHlOJlEWC 
EXTT5A-£PHK£lEWC 




"Long 
anterior" 
fistul 



Anterior 




Secondary 
opening 

Primary opening 
n crypt 



Transverse 
anal line 



FISTULA WITH MULTIPLE OPENINGS 



Inflammatory : Crohn's , UC .... Barium enema 

9 Neoplasma: Colloid carcinoma .... Colonoscopy & endoscopy 

Organism : TB, actinomycosis, B .... CXR 



CLINICAL PICTURE: 
SYMPTOMS: 

■ History of peri-anal abscess (pain & swelling) Followed by Blood purulent discharge 

■ Pruritis Ani 
SIGNS: 

■ INSPECTIONS External opening seen as small skin elevation (If bilateral-> Ischiorectal abscess) 

■ PALPATION -> Internal opening may be felt 

■ PROBE EXAMINATION ... done pre-operatively under anesthesia 
INVESTIGATIONS: 

FOR DIAGNOSIS: 

■ Proctoscopy -> Internal opening 

■ Endoluminal U/S , MRI -> Show the track 

■ Fistulogram ... rarely done 
FOR THE CAUSE: 

■ Colonoscopy &■ Biopsy -> searching for the cause.. 

■ BA enema -> Crohn's dis. 

■ Chest x-ray -> Tuberculosis 



tow FlSTUiA 



LAY OPEN 

Fistulotomy 




r 

9? Qenton wire 
$R Fibrin glue 

1 

If Failed: 

PROXIMAL C0L09T0MY 



LAY OPEN 
Fistulotomy^ 



J 



IF HIGH INTER-9PHINCTERIC FISTUl 
LAY OPEN FIQTULOTOMY FOR BOTH PARTO 



DIFFERENTIAL DIAGN08I9: 



Site 


Near midline over coccyx 


Close to anal verge 


Probe 


Up &■ Forward 


towards anal canal 



SUP^-TOGHS : #T 6UP^ I 12-1 

DEFINITION 

lry infection of the anal gland which is present between internal & external anal 
sphincter. 
ETIOLOGY: 

■ 0RGANI8M-> E.Coli 

■ ROUTE OF INFECTION Direct 

■ PDF -> Bad general condition, bad hygiene 

TYPES: 

PRIMARY -> Infection of anal gland which may spread: 

■ Downwards -> perianal abscess. 

■ Outwards -> ischiorectal abscess. 

■ Inwards -> Submucous abscess. 

■ To supralevator space -> supralevator abscess. 
8EC0NDARY to: 

■ Inflammatory bowel disease. 

■ Specific infections e.g. TB. 

■ Anorectal carcinoma. 

■ Infection of a perianal hematoma, thrombosed piles or anal fissure. 



CLASSIFICATION: 





Perianal 
(subcutaneous) 
abscess 60 % 


Ischiorectal Submucous 
abscess 30% abscess 6% 


Pelvirectal abscess 
6% 


Site 


Subcutaneous close 
to the anus 


Ischiorectal fossa 


Submucosa above 
dentate line 


Between the upper 
surface of levator ani 
and pelvic peritoneum 


Etiology 


• Infection of perianal 
hematoma. 

• Downward spread of 
intersphincteric 
abscess 


• Lateral extension 
of intersphincteric 
abscess 

• Lymphatic or 
blood-borne 
infection (rare) 


• Infected piles 
after injection 

• Inward spread of 
intrasphincteric 
abscess. 


It is actually a pelvic 
abscess secondary to 
appendicitis, salpingitis 
or diverticulitis 



CLINICAL PICTURE: 







DON'T WAIT FOR FLUCTUATION 








SYMPTOMS 


SIGNS 


COMPLI 


GENERAL 


FAHM 


Fever, tachycardia 


LOCAL 


Throbbing pain ...^ by defecation 
Swelling ...in PERIANAL type... 


Redness, hotness, tenderness 


CATIONS: 





FISTULA -> common with Ecoli 
INVESTIGATIONS: 



CBC-> Leucocytois 

U/8-> Pus collection in pelvi-rectal abscess 

If fistula occurs -> Fistulogram 
TREATMENT: 

Drainage of abscess (Cruciate incision with trimming of edges under GA) 

TTT of cause (if associated fissure -> lateral sphincterotomy) 

TTT of complications -> TTT of fistula (see before) 




RECTUM AND ANAL CANAL 



■ 9uperior haemorrhoidal artery is the major arterial supply to 
anal canal 

■ The internal sphincter of rectum is derived from circular 
muscle layer 

■ Puborectalis is the most important muscle to preserve fecal 
continence 

■ Weight loss in patient with rectal cancer is suggestive of 
Hepatic metastasis 

■ Types of Piles: Internal, External, Intero-external (M09T COMMON) 

■ MOTHER PILE: occurs at 3,7,11 positions from QUPERIOR RECTAL VEIN 

■ DAUGHTER PILE: occurs in between. 



1. Young adult male with dark dense hair presents with foul 
smelling discharge from just above midline of anus with 
local discomfort. 

Pilonidal sinus 






2. Middle aged male or female with history of constipation 
complaing of sharp agonizing pain localized to the anus 
radiating to the coccyx and genitalia starts at defecation 
and lasts 1 hour after it and slight streak of bright red 
blood on the surface of the stool. 

Anal 'fissure. 

3. Young adult with history of constipation (or any generalized weak mesenchyme as hernia, W, 
etc..) presenting with painless passage of bright blood per rectum that are separated from the 
stool with local discharge and purities and may something protruding from anus. 

irtf piles 

4. Young adult with history of constipation presents with sudden severe pain and tense tender 
bluish swelling around the anus.{ Peri-anal hematoma.} 

5. Young male with history of hectic fever and throbbing pain presents with purulent discharge and 
local sourness and purities ani. 

Anal fispnla 



OilT(G) 

QUESTIONS 




Peri-anal suppuration 
Peri Anal fistula 



Acute Fissure 



( Azffar M: JOfo JOOO) 
( Arfar h JOij ) 



